





THE HEALTH 
EDUCATION 
JOURNAL 





SOCIAL ANTHROPOLOGY AND 
HEALTH EDUCATION 


THE PROPOSITION 
PROBLEMS 


PLANNING AND PRACTICE 





VOLUME XV MAY 1957 NUMBER 2 
THe CENTRAL CoUNCIL FOR HEALTH EDUCATION. 
PRICE 5s. 











THE HEALTH EDUCATION JOURNAL 


Editor : Assistant Editor : 
DR. JOHN BURTON M. TAYLOR 


Published by 
THE CENTRAL COUNCIL FOR HEALTH EDUCATION 
TAVISTOCK HOUSF, TAVISTOCK SQUARE, 
LONDON, W.C.1. 
Publications Officer: MRS. W. E. DUNCAN 


Founded 1927 Incorporated 1936 





The Central Council for Health Education accepts no responsibility 
for the views expressed by contributors to The Health Education 
Journal. The material is copyright, and enquiries regarding 


reproduction from this issue, whether in whole or in part (except for 


quotation), should be addressed ta the Editor. 





The HerattH Epucation JouRNAL and the HEALTH 
INFORMATION DiGest are published at two-monthly 
intervals. During the year two issues of the Health 
Information Digest appear, in January and July, and 
four issues of the Health Education Journal, in March, 
May, September and November. The subscription for 


the six issues is 15s. a year, post free. 














THE 


JOURNAL 


Special Edition on 


SOCIAL ANTHROPOLOGY AND HEALTH 


EDUCATION 


Editorial 


The Proposition 


Working with People of Different Cultural 
Backgrounds 


Soap and Education 


Health Education and Self-Education 


Problems 


Medical Development within a Maori 
Community 


Social Structure and Health Concepts 
among the Zulu 


Traditional Systems of Child Care 


Social Class and Health Promotion 


Planning and Practice 


Health Planning and Community 
Organisation 


Health Education and Anthropology 


Health Education and Neighbourhood 
Family Practice 


Reviews 


VOLUME XV 


MAY 1957 


HEALTH EDUCATION 


Page 

61 

GeorGE M. Foster 63 

JoHN BURTON 72 

MAURICE FREEDMAN 78 

KENNETH W. NEWELL 83 

J. B. Loupon 90 

ANNE BURGESS 99 

MARGOT JEFFERYS 109 

RAYMOND FIRTH 118 

D. G. CONACHER 125 
Srpney L. KarK and 

Guy W. STEUART 131 

140 

NUMBER 2 
















Health Education in Natal. Above: A.Health Educator with an informal 
friendship group of mothers. Below: A Family Nurse at home with a sick 
child, advising the mother as to his care. The same nurse would see this family 
when they attended the Institute for advice or medical care. (See ‘* Health 
Education and Neighbourhood Family Practice ’’, page 131.) 








Editorial 


KNOWING YOUR AREA 


What has social anthropology to do with health ? One of the 
prescribed duties of a medical officer of health in the United 
Kingdom is to know his area, and health educators, too, are 
exhorted to study every aspect of the life of the people among 
whom they are working. To medical people knowing your area 
used to mean vital statistics, epidemiology, some local geography, 
particularly relating to housing and sanitation, and the five-point 
social class stratification of the Registrar General. These fairly 
crude indices have served us well enough up to date, but are they 
broad enough or sensitive enough to tell us anything about the 
behaviour of the community, its folklore, the way it spends its 
money, who decides what in the family, the role of the grand- 
mother, and a host of other factors which have a vital bearing on 
mental health—the acceptance of advice, behaviour in sickness, 
attendance at clinics, the attitude to public health measures like 
fluoridation, and many other problems ? 

Social surveys have recently given us more detailed knowledge 
of the behaviour of communities, and such monumental studies 
as that for the Greater London Plan have acted as the basis of the 
policy for shaping new ways of living in New Towns. Here is 
sociological thinking being used as the basis for architecture and 
town planning with most promising results. 

The health worker’s job at any level consists of diagnosis, 
prevention and treatment. Can social anthropology help us to 
make a more penetrating social and educational diagnosis ? Can it 
help us to plan prevention and make treatment more acceptable ? 

Unfortunately anthropologists have done most of their work 
in pre-industrial communities, and far more is now known about 
the people of New Guinea than about those of New York. The 
starting of a seminar in the London School of Economics to bring 
together medical people and anthropologists has provided an 
opportunity for exploring the way in which they can be mutually 
useful, what are the difficulties in adjusting their points of view 
to one another, and how they could co-operate in practice. 

Many of the articles in this issue were presented at that seminar 
and discussed between the professions. There is no doubt that 
such studies of foreign cultures make us more sensitive to our own, 
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and when exploring why people shun clinics in Indonesia we are 
prompted to ask why so many fail to make proper use of them in 
England. These articles also provide us with a point of view 
and a technique of investigation without which we may be tempted 
to make easy comparisons and may arrive at the conclusion that 
all human motivation is the same if you go deep enough. Whether 
this is ultimately the case or not, at the level at which the health 
worker operates there are differences whose correct recognition 
can decide between success and failure. 

One of the major errors is that we fail to recognise the pre- 
industrial elements in our own industrial society and we fail to 
take into account the urban and industrial problems which are 
already besetting otherwise pastoral communities. Broadly 
speaking, the difference between industrialised and  non- 
industrialised countries appears to be that in the former man is 
looked on primarily as an isolated producer-consumer. It is his 
obligations to impersonal things like the production process that are 
highly developed, and whose demand for the mobility of labour 
brings about this isolation. In the latter he is looked on primarily 
as a member of a family and his obligations to people in a wide 
human circle are highly developed. This provides for the family 
labour on the farm and for considerable social and emotional 
stability and security. But it is precisely this stability that the 
reformer sees as his chief enemy. While it remains, new ideas 
cannot be accepted, and he is tempted to throw the baby of security 
out with the bath water. Western countries are becoming only too 
aware of the cost and stress in human terms of their way of life 
with its basic family and impersonal factory dictated rhythms of 
life. Those countries who have recently adopted the Western 
type industrial development are already becoming aware of the 
cost. Can the social anthropologist help preventively as well as 
diagnostically, by suggesting ways in which industrialisation can 
be introduced without destroying the social and personal securities 
which pre-industrial communities have built up over thousands of 
years within their family structure? It would be ironical if the 
considerable knowledge and potential for research now available 
to the social sciences were not coupled with advanced production 
techniques for use by those countries embarking on “ development ”’. 
A certain sacrifice in terms of work and thrift is inevitable in 
building up the vast capital resources needed for modern industry, 
but it need not include the human and biological values which the 
West is so busy trying to rediscover among its lonely crowds. 
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WORKING WITH PEOPLE 
OF DIFFERENT CULTURAL 
BACKGROUNDS* 


By GEORGE M. FOSTER 








Our period in history is marked by the firm belief that citizens 
working within a democratic framework can recognise imperfections 
in their societies and through careful planning and group action 
work toward the correction of these imperfections. The recognised 
imperfection that brings us together to-day is an average national 
level of health not commensurate with our medical knowledge 
and our wealth. That is, higher health levels than actually prevail 
are technically and economically possibie in the United States. 
Part of the problem, we know, is educational ; people must 
understand what personal hygiene, environmental sanitation, and 
proper medical care mean to them in terms of better health. And 
part of the problem is motivational ; people must want to take 
necessary steps which they know lead to better health. Both 
education and the study of motivations with a view to implementing 
health programmes imply individual and group changes in beliefs, 
attitudes, and behaviour. The beliefs held by people about the 
nature of disease and health, their attitudes with respect to what 
one does in time of illness or to maintain health, and the actual 
health behaviour that marks their lives, must in some degree be 
modified if significant advances in health levels are to result. 
Experience shows that when health personnel—doctors, nurses, 
health educators, sanitarians, etc.—work with people of their own 
general social and economic background they accomplish more. 
In part this is because they are able to “ communicate” more 
effectively. Practitioner and patient, to use the terms in the 
broadest sense, are able to understand the nature of the problem 


* A digest of a presentation to the Health Education Workshop, Asilomar, 
1955. Reprinted from California’s Health, January 15th 1956. 
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and each other with a minimum of difficulty. As differences in 
social and economic backgrounds become more pronounced, 
patient and practitioner have greater and greater difficulty in 
* communicating,” in understanding what the other person wishes 
or is trying to do. Communication difficulties mean much more 
than simple language differences ; they stem from the very different 
premises on which the outlook and understanding of people of 
diverse backgrounds are based. 


Social Science Concepts 

Recent developments in the social sciences have shed light on 
these communication problems, and an understanding of their 
nature promises to facilitate public health work, especially in 
situations where recipients of services are members of minority 
groups marked by distinct ethnic origins. I find that the social 
science concepts of “ culture,” “* status ’’ and “ role” are especially 
helpful in elucidating these problems. “ Culture,” I am sure you 
all know, refers to the common way of life shared by the members 
of a society. It includes the totality of tools, techniques, social 
institutions, attitudes, beliefs, motivations, goals, values and so 
forth which prevail with a particular group of people. 

Perhaps the concept of culture will be most helpful, in the sense 
I am using it here, when understood as the more or less standardised 
behaviour of the members of a society. We, as members of a group, 
are marked by particular behaviour forms, and we understand 
them, by virtue of having been born into the group, and having 
learned them in the course of growing to maturity. As members 
of a society who have learned the behaviour forms that constitute 
a particular culture, we are able to carry on our activities in 
co-operation with other members of our culture, in a way that 
would be impossible if we did not share a common culture. 


Social “ Cues ”’ 

An important function of our culture is to supply us with the tips 
or leads or, to use the sociologist’s term, the “* cues ” that enable us, 
in any social situation where we are interacting with other people, 
to understand and anticipate the behaviour of other individuals, 
and in turn to know how to behave ourselves. To take a simple 
illustration, as Californian adults we frequently purchase food, 
occasionally buy clothing, sometimes buy an automobile, and 
perhaps once or more times during our lives, a home. In all cases 
we are “ buyers,” spenders of money, but our behaviour will be 
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quite different in each situation, as will that of the seller. In the 
first case we immediately pay the asking price without question, and 
take the product as it is. In the second case we also pay the asking 
price, but perhaps insist on certain alterations as a part of the 
bargain, and reserve the right to pay a few days or weeks later. In 
the third case we would not think of paying the asking price, and 
probably we will insist on buying only if the seller will take a part 
of the price in kind. In the last case we also will not pay the asking 
price—in fact we know the seller does not expect us to ; and we 
may reasonably plan to defer part of the payment for many years. 

The behaviour of buyer or seller that is appropriate to any one 
of these situations would appear ridiculous in any of the others. 
But since both have learned the same “rules of the game” as 
members of the same culture, each transaction need not be preceded 
by lengthy discussion to establish common meeting ground. 


“ Status ”’ and “ Role” 

The sense of the above paragraph is perhaps made more clear by 
the sociologist’s concepts of “status” and “role”’. “ Status,” I 
hardly need to say, refers to the positions or places of an individual 
in his society ; not simply his social position, but all of the positions 
he may occupy from time to time, such as child, parent, buyer, 
seller, boss, worker, health educator, professor, club president, and 
so on. “Role” refers to the sum total of behaviour patterns, 
including attitudes, values, and expectations, associated with a 
particular status. For example, the status of father in American 
society correlates with a particular role exemplified in more or less 
stereotyped behaviour forms toward his children. Allowing for 
great individual differences, the American child learns to expect 
certain forms of behaviour on the part of his father that are vastly 
different from the paternal behaviour a Hopi child learns to expect. 
Conversely, the American child soon learns general forms of filial 
behaviour that his culture tells the father he may expect from his 
offspring. 

All of us, in the course of the day, occupy a series of statuses for 
which we have learned the proper role, the customary behaviour 
patterns. When we know the behaviour expected of us by our 
culture for each status we occupy, and the behaviour associated 
with the statuses of the people with whom we interact, we achieve 
a psychological security otherwise unobtainable. We feel at home 
in the situation, we can pretty well predict what we are going to do, 
and we know in a general way how others will respond to our 
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actions. It is this ability to know how to act, and to predict how 
others will act, that makes it possible for people of the same culture 
to function together to understand each other. 


Cultures Are Not Static 

No culture can be a completely satisfactory device for preparing 
people to live together. One difficulty is that cultures are not 
static ; they change continually, slowly or rapidly. New ideas 
most often come from outside a culture, via borrowing, but some 
are developments from within. Sometimes changes are spontaneous 
without conscious design or plan ; on other occasions they result 
from recognition of needs, and the belief that something can and 
should be done to change the status quo. 

Public health programmes clearly fall into the second category. 
But in either case one result is that stereotyped behaviour of a 
particular role will gradually change as the nature of the role 
changes. Consequently, in a rapidly changing culture it is difficult 
for all individuals to adjust the behaviour that constitutes their 
customary roles at exactly the same speed. To illustrate, the past 
generation has seen many changes in the expected role of parents 
and children in American culture. The behaviour patterns for’ 
children and parents we learned in childhood are only partially 
useful in 1955. As parents we must continually adjust our attitudes, 
make concessions, and tolerate behaviour unacceptable in our 
childhood, if we are to avoid complete frustration and breakdown. 

If this is true for us members of American society, think of the 
problem of the individual from a completely different culture who 
is suddenly plunged into American life. The immigrant father, 
for example, usually feels his role requires authoritarian attitudes 
toward his children which are at variance with American practice. 
He expects obedience and respect normally absent in to-day’s 
children. He has not had a generation to modify his thinking, as 
have we, and when the behaviour of his children, conditioned by 
that of their school mates, does not conform to his expectations, 
his security is threatened and he functions less effectively as a 
father than might be desired. 


Concepts Applied to Medicine 

Now let us apply these concepts to medicine, using the term in 
the broad sense of all practices and beliefs associated with health 
and its maintenance and illness and its treatment. Medicine, in 
this sense, constitutes a major segment of our culture. To quote 
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Saunders, ** In its totality medicine consists of a vast complex of 
knowledge, beliefs, techniques, roles, norms, values, ideologies, 
attitudes, customs, rituals and symbols, that interlock to form a 
mutually reinforcing and supporting system.”! Moreover, the 
practice of medicine is an activity in which people participate in 
large measure on the basis of learned cultural norms. Again 
quoting Saunders, “In whatever form it may take and wherever 
it may occur, the practice of medicine always involves interaction 
between two or more socially conditioned human beings. Further- 
more it takes place within a social system that defines the roles of 
the participants, specifies the kinds of behaviour appropriate to 
each of those roles, and provides the sets of values in terms of 
which the participants are motivated.”’? 

That is, whether we are dealing with physician and patient, public 
health nurse and mother, or health educator and audience, there 
are at least two individuals who are interacting with each other. 
To a very great extent the success of this interaction reflects the 
extent to which the participants have learned the behaviour and 
expectation patterns of the several roles within the institution. 
The physician in our culture expects the patient to listen carefully 
and answer his questions, to have confidence in his judgment, and 
to carry out the treatment he prescribes. The patient in turn 
expects certain things from the physician : that the physician be 
well trained, observe a high code of ethics, be able to diagnose the 
case and prescribe treatment that will restore him to health, and 
so forth. Institutionalised forms of learned behaviour, rather 
than individual personalities, are instrumental in setting the pattern 
of such relationships, and making them effective. 


Medical Roles Change Too 

Medical roles, like family roles, change with the years, and 
differential rates of understanding and adjustment to these changes 
will influence adversely the degree of communication present and 
consequently the outcome of the activity. The elderly person from 
a small town, who conceives of physician-patient roles in terms of 
the family physician/general practitioner will find the impersonality 
of the specialised city clinic a frustrating and unsatisfactory answer 
to his medical needs : communication, as he understands the 
concept, will be largely absent. Continuing the analogy given 


1 Lyle Saunders: Cultural Difference and Medical Care. Russell Sage 
Foundation, New York, 1954, p.7. 
2 Ibid., p. 7. 
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above of father and children, it is clear that communication 
problems will be even greater when medical personnel activities and 
health concepts of one culture are brought to bear upon people of 
radically different cultures. People generally have very specific 
ideas about health and illness, and about disease causation and 
treatment. Whether these ideas are scientifically based, as we feel 
ours are, or whether they are based on what we consider super- 
stition, human beings everywhere are emotionally attached to them, 
and passionately believe they are correct. 

Included in these ideas are the expectations the layman holds 
with respect to members of the medical profession ; that is, the 
layman has a strong idea as to how the curer should comport 
himself. In India, for example, regardless of what the curer really 
believes, he must assure patient and family by saying “* He is going 
to be all right ; he is going to get well.”” Perhaps the patient will 
be dead in half an hour, and perhaps the family also knows this. 
Nevertheless the ritual words must be spoken. They prove to the 
family that the doctor knows his business, that he is professionally 
competent. A physician from another culture, however skilled he 
might be, who would advise the family to prepare for the inevitable 
would find few patients. 


Latin American Culture 

Similarly, in Latin America a folk curer frequently divines the 
nature of an illness by looking into the patient's eyes, feeling his 
pulse, or even going into a trance. He asks few or no questions. 
The patient has called upon him to be told what is wrong by a 
specialist, and he does not expect to tell the specialist what is 
wrong. Both patient and curer have role expectations vastly 
different from those encountered in an American medical interview. 
When such a patient is confronted by an American physician, when 
he is asked, ““ What are your symptoms ?”’ “ Where does it hurt ?” 
** How long have you felt this way ? ” and so on, he loses confidence, 
because this is not what he, the patient, expects from a curer. He 
is convinced the physician is a fraud ; why should a person who 
claims to know how to cure ask the patient what the matter is ? 
The American physician, on the other hand, is puzzled and annoyed 
at the unco-operativeness of his patient, and perhaps concludes 
that the reason is stupidity. Both participants are affecting the 
behaviour they believe appropriate to the situation, and mis- 
understanding is complete. 


These instances illustrate a general proposition : when medical 
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practice involves individuals from different cultures, what is done 
or attempted by those in the healing role may not be fully under- 
stood nor correctly interpreted by those in the patient role ; 
conversely, the responses of those in the patient role may not 
conform to the expectations of those in the healing role. Ideally, 
greater understanding of the social nature of the healer-patient 
relationship by both medical personnel and clients is desirable. 
In practice it is clear that this understanding must come, in most 
cases, from the medical professional. Experience shows that when 
persons of different cultures are involved in a medical relationship 
the goal of this relationship is more nearly achieved : (a) when 
the healer is aware of the cultural premises upon which he operates, 
and particularly when he grasps the significance of his culturally 
conditioned role and role expectations ; and, (b) when he knows 
something of the cultural premises and role expectations brought 
into the relationship by the patient. 


Importance of Understanding 

The importance of understanding cultural premises, the nature 
of communication, and the meaning of role and role expectation 
in order to facilitate public health work among people of different 
cultural backgrounds in the United States may be illustrated by 
examples drawn from Latin American culture. 

(1) The concept of “ maintenance.” The importance of greasing 
an automobile at regular intervals, of painting a home every few 
years, of periodic checkups with a physician, are understood by 
most of us. From childhood our proverbs complement our 
formal teaching, and “A stitch in time saves nine” is taken as 
self-evident. Probably for this reason preventive medicine, which 
implies maintenance of the human system, is reasonably effective 
in our country. In Latin America the idea of maintenance is far 
less developed. If a machine runs well, obviously it needs no 
attention : the time to do something is when it stops running. 
The same philosophy generally characterises attitudes toward 
health. Time after time I have been told by informants, “If I 
feel well, obviously | am well. Why should I do anything until I 
feel ill? I need the doctor when I am not well.” Obviously in 
this setting a progratnme of preventive medicine will meet with 
indifferent success, and experience has shown that American-style 
public health programmes often must be tempered with curative 
services. When such people move to the United States it is likewise 
obvious that their attitudes toward routine public health programmes 
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will not make for the highest degree of understanding and co-oper- 
ation. 

(2) The concept of “folk medicine.” Much illness in Latin 
America is explained in what we would consider to be nonrational 
terms. Magic, witchcraft, supernatural agencies, the “ evil eye” 
and the like are thought to cause illness. Almost any adult can 
give names of half a dozen or more “ illnesses ” resulting from such 
causes, “ illnesses” with real clinical symptoms. Folk medicine 
likewise specifies the treatment, either of folk curers or by home 
remedies, that are appropriate for each. Treatment that seems to 
follow what patient and family expect is reassuring; strange 
treatments are difficult to understand. When a mother takes an 
ailing child whom she believes to be afflicted with “ evil eye’ to a 
physician who scoffs, who assures her there is no such thing, she 
loses confidence. The child obviously is ill ; why risk his life with 
a physician who denies the very existence of the illness? Next 
time the child does not see a physician. 

In Latin America my colleagues and I have noted cases in which 
public health nurses have found seriously ill children at home ; 
the mothers had diagnosed the case in folk terms, and knowing 
physicians denied such causes, they preferred to seek other remedies. 
The moral to be drawn from such instances is, when working with 
people from a different culture, don’t ridicule their beliefs ; don’t 
poke fun at them. It is possible to work effectively with people 
without forcing them to give up immediately the beliefs they have 
held since childhood. ! 

(3) Social classes. Social classes are more rigid in Latin 
America than in the United States, and antagonism toward and 
distrust of the motives of members of other classes are wide-spread. 
Since most medical personnel come from the upper classes, and 
most patients in a public health context come from:the lower classes, 
serious tensions beyond those normal to a therapeutic setting are 
found. Health personnel often doubt the intelligence of their 
patients, and patients are dubious as to the motives of health 
personnel. Often embarrassment and confusion so mark a low 
class person’s behaviour in the presence of a high class person that 
the patient literally is unable to hear what he is being told. More- 
over, lower class Latin Americans often distrust the motives of 
government officials. So, the American public health worker in a 
Latin American sector must overcome two non-medical barriers 


before working rapport is established: that stemming from 


differences in social class, and that due to his official status. 
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(4) The importance of “ face.”” Latin Americans are charac- 
terised by a feeling of personal dignity that is much like the Chinese 
concept of “ face.” Affronts to dignity cause loss of face. Lack 
of understanding across cultural boundaries as to what may cause 
loss of face may hinder the work of American health personnel. 
In our culture a doctor or a nurse is expected at times to be jocular 
with the patient, perhaps to scold him a bit for not having complied 
perfectly with instructions. In this context the physician’s words 
* You're really an awful patient to work with” would not be out 
of order. Yet this same behaviour exhibited toward an individual 
from a culture where personal dignity is of highest importance, 
where doctors normally would not jest in this way, might cause 
humiliation and anger, and a breakdown in an otherwise effective 
working relationship. It is well to remember that in working 
with Latin Americans—and members of many other cultures as 
well—American forms of humour and banter are apt to backfire. 


Summary 

In working with people of different cultural backgrounds from 
one’s own there is no single set of rules that makes for success. 
Patience, sympathy, and understanding are basic. Beyond this, 
awareness of the nature of one’s own role, and knowledge of 
enough of the other person’s culture so that his concept of role 
behaviour can be grasped, have been found to be useful in 
promoting effective work. 
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SOAP AND EDUCATION* 


By JOHN BURTON 








“Soap and Education are not as sudden as a 
massacre, but they are more deadly in the long run”’.— 
Mark Twain. 


Health Education is a means of improving the quality of living. 
It is therefore concerned with raising the value and importance a 
community attaches to health, secondly increasing the scientific 
knowledge, thirdly improving the effectiveness of people’s choices 
in health matters. Its problem is to marry ideas which are 
scientifically sound with current attitudes, remembering that some 
marriages end in divorce. 

There is “ soap”’ of a kind and “* education ”’ of a kind in every 
community. No human society is without its “ medicines ” and 
none is without its “ beliefs ’’ regarding the causation, treatment and 
prevention of illness. 

Health education is primarily concerned with the ideas, but it 
can never lose sight of the powerful influence exerted by the material 
environment in the formation and changing of those ideas. There- 
fore, it must not be considered in conflict with, or asa cheap substitute 
for, material services. It is for these reasons that health education 
turns to social anthropology for help in interpreting the situations 
it encounters and in increasing the sensitivity of the social and 
educational diagnosis health educators have to make. 


The problem of values 


A nationalist leader opposes the destruction of mosquitoes in 
West Africa because he says they are the only sure defence against 
the white settler. An English county prays for divine intervention 
to solve its inadequate water supply. Pressure groups in America 


*Based on a paper read at a seminar on The Contribution of Social 
Anthropology to Medicine and Public Health, at the London School of 
Economics and Political Science, 1956. 
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resist fluoridation of water supplies because they believe it interferes 
with the liberty of the subject. A Bantu resists hospitalisation of 
his family with T.B. because it would imply that his daughter who 
spread the disease was a witch. 

Here at the heart of social medicine we find the battle of values. 
The desire to explain and rationalise the catastrophe of disease has 
occupied men’s minds since the beginning of time. Beliefs about 
sickness form as important a part of pre-scientific religions and 
philosophies as they do in this age of economic man. Health has 
frequently featured as one of the most important means to an end, 
whether that end was a mystical heaven or a welfare state. But 
that is all. It has rarely been thought of as an end in itself. In 
periods of great political and philosophic sophistication the 
frontiers of medicine have been extended to a more holistic view 
of health. Ideas of preventive medicine and health promotion 
come to the fore and with them the notion that man is the captain 
of his soul and can determine by his efforts his state of felicity and 
physical health. Such attitudes are to be found in Buddhism, 
among the Epicureans in the precepts of Galen and later in the 
Solerno Regimen. They find less place in Mohammedanism and 
in Judaeo-Christian philosophy, where disease often has the 
connotation of a punishment for sin. It is not, therefore, so 
curious that the age of enlightenment, ushered in by the Italian 
renaissance, itself strongly influenced by Arab and Jewish thought, 
has until recently given so little encouragement to the freedom of 
man in his ideas on health, and has tended for so long to make 
him more dependent on a priesthood of experts—the keepers of 
the scientific mysteries. Independence of choice even in health 
matters implies changes in status power and social relationships 
which in all societies are a threat to the vested interests of the 
keepers of the mysteries. Medicine has always been one of the 
most closely guarded temples. 

In primitive societies the ideas of western medicine are not only 
a threat to the native doctor and the priest, but possibly to the- 
whole conception of life. In western society today health education 
and a well-informed public may be seen as a threat to the doctor’s 
status and the traditional relationship between himself and his 
patient. The ideas of social medicine can equally be a threat to the 
‘** make-do-and-mend ” clinical concepts of health and disease as 
taught in our medical schools and embalmed in our National Health 
Service. 

The growth of the humane sciences, such as sociology, 
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psychology and anthropology, have put great powers into the 
hands of the experts, and the improved techniques of communi- 
cation have opened the way to new and more subtle methods of 
analysing situations and influencing and manipulating people. 
The question for health education is whether these new powers will 
be used to maintain people’s dependency on the experts or to 
increase their power to choose effectively what is best for themselves, 
and to take the consequences. Can we generalise on what a man 
should choose ? Philosophers have certainly provided us with 
plenty of alternatives to choose from, but few have given due 
weight to the process of choosing. It is the cultural, personal and 
economic factors in this business of choosing that are of such 
great interest and importance to the health worker. For if there 
is any assumption characteristic of western culture it is that of 
personal responsibility and freedom of choice. 

Epicurus, in his opening passage from his Morals, put his finger 
on the main problems which have to be faced by health education 
in Our contemporary setting : 

“That the End of Man’s Life is Felicity ; all men most readily 
agree and if you ask him, no man will deny, that he aims at that 
End. But seeing that most men miss that end, it cannot be doubted 
that the Frustration of their Hopes and Endeavours does of 
necessity proceed from thence ; either that they do not propose to 
themselves that Felicity which they ought or do not use such means 
or persue such Courses as do conduce thereunto.” 

In primitive as in sophisticated societies people generally accept 
the health status they know as inevitable. This leads the African 
villager to accept the death of half his children as normal, and 
the British people to remain relatively apathetic about the deaths 
on the roads of their young children. As yet even an emoticna! 
climate which results in one in fifteen of our citizens requiring the 
services of a mental hospital at some time in their lives, has not 
attracted the attention of much serious social research. It is as 
difficult for us as it is for the African villager to “ propose to our- 
selves the felicity we ought’, as in health matters our people are 
still only partially literate. Few receive any systematic education 
in the grammar of human biology. For the majority their 
knowledge is like confetti, little islands of disconnected information 
acquired from a variety of reputable and disreputable sources. 
This knowledge is set in a jelly of rationalisation and _ beliefs 


derived from folklore and the more sensational theories of bygone 
days. 
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Tuberculosis is an interesting case in point. In spite of King 
Edward’s famous aphorism, it is only quite recently that we have 
proposed to ourselves the eradication of T.B. To the authors of 
Jane Eyre and The Lady of the Camellias it was the disease they 
knew the readers would understand was destined to carry off 
heroes and heroines with ineluctable gradualness as soon as it 
was mentioned. 

Wittkower’s clinical enquiries and recent surveys of public 
knowledge and opinion on T.B. have revealed widespread 
ignorance and much superstition of exactly the same character as 
was popular 75 years ago. Many do not appreciate that T.B. is 
infectious, and many express the fatalistic belief that it is the 
punishment for the sin of unclean living. These beliefs currently 
held in a civilised community differ little from those of a primitive 
society. Action or inaction on them can lead to fatal results. But 
apart from such lethal ideas there is much ignorance, and many 
current attitudes on matters such as sex, childbirth, the upbringing 
of children, marital relations, hospitals, industrial discipline, which 
lead to great personal distress or breakdown in illness. 

When such unscientific ideas are widespread in a community, 
as they are in relation to mental illness, cancer, accident prevention 
and many aspects of morals and social customs, the community as 
a whole suffers vital and economic loss. Most communities, 
including our own, are more prepared to pay a fairly high price in 
terms of suffering and expense for the irrational behaviour they 
may well see to be wasteful, than to change. 

Why do people resist changing their behaviour? Some might 
naively imagine that it is ignorance, others that it is sloth or 
badness ; and that all that is necessary is to decide what it is that 
people ought to propose to themselves and then to bring to bear 
the full weight of modern media and techniques of teaching or 
propaganda to put it over. The situation is unfortunately by no 
means so simple. As T. S. Eliot once said, “ people can only 
stand reality in small doses”. People are ignorant or hold 
irrational beliefs for good reasons. They may not know the facts, 
or more often they know facts which are wrong. Supernatural 
explanations and fatalism relieve one of the burden of choice. 
Disease seen as a punishment is a cheap price to pay for the 
expiation of guilt. Giving the unknown devil a name, however 
bizarre, makes him more tolerable. But perhaps the strongest 
motive for the persistence in seemingly irrational beliefs and 
practices are the very factors which keep society together— 
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conformity and tradition. What we do is done. Few are prepared 
to lose this sense of belonging and become the odd man out for 
some unproven benefit in the future. 


Food Taboos 

“The British mother who goes to the clinic wants her child 
to have healthy teeth. She is told to alter her food habits, and 
to give the child the proper foods ! But the habitual caries-forming 
foods, the cakes and sweets have other cultural values, and the 
mother has other and conflicting ideas. She also wants her child’s 
approval, the approval of her neighbours for her skill at baking, 
and the ease of handy rewards and bribes. It would take great 
courage on the part of a British mother to break with her cultural 
customs and withhold the traditional ‘ feast foods’, the iced cakes 
and sweetened buns on the annual birthday party. How much 
more difficult it must be for an African mother to break with 
tradition, when the slightest variation from the usual may expose 
her to the accusation of having * put magic’ in the foods she 
serves her husband, or her family. So the African and the British 
mothers continue in the traditional food habits which satisfy their 
most immediate and pressing desires to the detriment of their own 
and their children’s health.”? 

Clinical medicine is equally’ influenced by these socio- 
anthropological factors. In the clinical situation the first diagnosis 
is carried out by the patient himself or his friends and relations. It 
is the patient and his relations who decide whether he will visit a 
medical practitioner or a quack, and it is the patient, his relations 
and employers who finally decide whether the treatment suggested 
fits in with his other aims and obligations. Much ineffective 
medicine is practised because the doctors and administrators do 
not take the implications of these facts into practical account. 

I have stressed the existing resistances one encounters and by 
implication the resistances one may create by intervention, because 
this is an aspect of health work usually neglected.. The health 
educator is, however, equally concerned with the positive attitudes 
of people, the things they want from life, and here his job is largely 
finding out these aspirations and seeing how his technical knowledge 
can help people to achieve these ends. You may consider that all 
I have said amounts to common good manners. I should prefer to 
call them uncommon good manners—PLUS. The plus is a 
Sensitivity to individual and group feelings which comes naturally 

1 Burgess, Anne. The Lancet, 1954, 2, 867. 
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to some when it is called tact, but which can with specialised study 
be developed further when it becomes social science. The health 
worker, to be effective in health education, must strive to acquire 
first-hand knowledge and feeling for the people he is dealing with, 
from several points of view ; their aspirations and resistances, 
their political structure and educational state, and their material 
situation and resources. This is the realm of social anthropology. 
Thus equipped, he can proceed to his next job, which is to think 
out in relation to this knowledge what to propose and what methods 
and techniques fit the situation. The health educator is in the 
delicate situation in which Karl Marx put the philosopher when 
he said it was his duty not merely to interpret the world but to 
change it. 

It is to the health worker himself that this special sensitivity 
matters most, whether he is a native or a foreigner. It is his under- 
standing of his own relationship to the people with whom he works 
that will help him most and which should be his first concern. 


PRAYERS SAID FOR RAIN 


‘“* Prayers for rain were offered . . . in churches of all denomin- 
ations in County Durham where from 8 a.m. today water will be 
rationed for the five hundred thousand people supplied by the 
county water board. Mr. C. F. Grey, M.P., joined in prayers from 
Easington Lane Independent Methodist Church. 

“Mr. Grey, who has had no reply to his request to the Air 
Ministry to send rainmakers to Durham, said, ‘1 believe in prayer 
we have not just to sit back. If we can get rain by artificial 
means, so much the better. I shall catch an early train to London 
in the morning and get in touch with the Air Ministry to urge them 
to act.’” 

—from a report in the Manchester Guardian. 
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HEALTH EDUCATION AND 
SELF-EDUCATION* 


By MAURICE FREEDMAN 








THERE is sometimes a cleavage between the anthropologist’s 
approach to questions of health education and the approach made 
by health educators. When an anthropologist looks at a social 
situation it represents for him a system in which all the parts and 
persons (that is to say, all the activities and the people performing 
them) are in a continuing state of adjustment one to another. The 
anthropologist is aware that he himself can become part of thc 
situation he observes to the point of having some significant effect 
on what he observes. The health educator, on the other hand, 
tends to see a social situation as one which generally excludes him- 
self. He may have been thoroughly indoctrinated with the 
sociological credo that he must try to understand how his public live 
and think, but in practice he has difficulty in seeing himself and his 
colleagues as part of the situation observed. 

Why this is so is easy enough to analyse. In nearly all countries, 
the health worker’s social status is usually such as to discourage him 
from identifying himself with the broad mass of the population. 
He is not a member of the community which he sets out to influence, 
nor does he often contemplate the possibility that he may move in 
the community as an ordinary member of it. In education and 
social background he is often far removed from his clientele. 
Moreover, he usually starts from the assumption that he is the 
possessor of truths and values which are either self-evident or which, 
if they are not self-evident, must necessarily be purveyed without 
modification. 1 should like to stress the fact that | am not merely 
referring to foreign workers among people who must necessarily 
consider them to be alien ; I am dealing with situations in which 
the doctor, the midwife, and the health educator are nationals of 


* Extract from a paper read at a seminar on Anthropology and Public 
Health at the London School of Economics and Political Science, 1955. 
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the country in which they operate, but at the same time, by virtue 
of their class and their education, are socially removed from their 
public. 

Part of the self-education, therefore, to which I make reference 
in the title of this paper, is concerned with the education of the 
health educator in his relations with his clientele and in the relations 
between his colleagues and their clientele. In other words, the 
health worker must understand how his own position in society 
will affect the way in which he is viewed by his public, determine 
his knowledge of his public, and predispose him to having certain 
types of relationship with members of his public. 

Let us consider how the social position of the health worker 
affects his initial attitude towards the particular community in 
which he is to operate. In present-day Asia we frequently find 
both foreigners and nationals of a country assuming that, because 
its medical services are staffed by nationals, these services are 
likely to be more effective by virtue of the intimate knowledge 
which nationals have of their own people. But what does “ own 
people” mean? Health workers are usually members of some 
privileged class and, with the best will in the world, could not 
understand without study the intricacies of behaviour and thought 
that characterise a level of society with which they have no first- 
hand acquaintance. The town-bred and university-educated Asian 
doctor is likely to know no more of peasant life than an English 
doctor knows of life in a mining community. Why, indeed, 
should he ? But it is often assumed that he does in fact know, and 
from this kind of assumption flow serious consequences. 

When I reflect on my own experience in Asia, and read of 
comparable situations in other parts of the world, | am impressed 
by three kinds of error which spring from the assumptions I have 
been discussing. The first of these is the error of supposing that 
within a given political territory all local communities conform 
to a standard pattern of social organisation. The second error 
is to confuse the legislated pattern of rural life with the actual 
pattern. The third error is to entertain a view of rural life which 
I can only call romantic ; in this view—and it is a common one— 
the inhabitants of rural communities are credited with powers 
of spontaneous co-operation and harmonious co-existence to the 
extent that they resemble no human community which has ever 
been studied. The actual consequences of such errors are easy 
to predict. Some health educators assume, for example, that 
administrative headmen are the effective leaders of their community. 
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Often they are not, and the educator wastes his time trying to get 
something done through these headmen. The educator may 
assume that the community is so united that he has only to win ove: 
one leader or one part of the community to convert the whole 
To the anthropologist it would be a very strange world if 
communities moved in monolithic unity. It is far safer to be on 
the look-out for factions and divisions in any local community 
than to assume there are none. Again, many educators often 
assume that because the channels of communication have been 
established to be such-and-such in one community they musi 
necessarily follow the same pattern in other communities. Religious 
officials, for example may prove effective allies in one community 
in a nation, but they may prove a dead end in another. 

But not only does his social position shape the health worker's 
knowledge of the organisation of the communities within which 
he is to move; it also predisposes him to adopt what an 
anthropologist would doubtless consider to be a distorted image 
of the activities and persons within the communities. The Asian 
health worker, deeply imbued with nationalist principles and 
fervently wedded to ideas of social and cultural progress, finds 
it hard to see in the local medicine-man an analogue of himself. 
On the contrary, he thrusts the medicine-man away into the mists 
of ignorance and superstition which are supposed to have bred him. 
Yet how common is the observation in the underdeveloped world 
that people compare the manner of the western-type doctor very 
unfavourably with that of their traditional medicator! The 
medicine-man is a taker of infinite pains and a never-failing source 
of solicitude for his patient. The doctor asks a few questions 
(probably partly irrelevant from the patient’s point of view) and 
proceeds to a quick diagnosis and prescription. Yet the doctor 
cannot understand why his clientele should be dissatisfied with 
him. He has done his job properly and according to the principles 
he was taught. 

Again, the assurance of the absolute truth of certain propositions 
which the health worker brings to his labours sometimes leads him 
to condemn what he finds in a community without considering 
the reasons for what he judges to be bizarre behaviour. When the 
textbooks speak of the necessity of milk, meat, and fruit in diet, 
and when what the textbooks say is accepted as a kind of universal 
proposition suspended in an economic vacuum, health workers 
are sometimes bewildered at the sight of peasants producing 
these desirable foodstuffs without consuming them. This is 


80 











“ignorance” or “ deep-seated prejudice”. In fact, we know 
from many situations that often peasants cannot afford to eat the 
good foods they produce for the market, and it is a sad comment 
on the failure of communication within a society that the economic 
constraints on one part of it can sometimes be so misinterpreted in 
another part. 

Economic and social realism is the foundation, as I see it, of 
the self-education of the health educator. How society works 
and how it gets its living are the basic data for anyone who wants 
to make changes. Yet these fundamentals are sometimes given 
a secondary role in discussions on health education, being made 
to follow in importance the study of the customs and beliefs which 
are held to militate against the acceptance of modern medicine. 
Now, I should not for a moment underrate the importance of 
knowing for a given community all about its traditional medicine, 
its customary aetiology of disease, and its body of magic and 
religion as they affect behaviour in relation to health. But I do 
maintain that too narrow a concentration on this aspect of the 
problem, to the prejudice of the study of social relations and 
economy, can easily lead a health worker badly astray. Too 
often the question is posed : “* How can we uproot superstitions, 
taboos, and prejudices ?’’ when it is clear that what the educators 
could more profitably be addressing themselves to is the question 
of how to improve the relations between the health workers and 
their clientele, how to help people get the food and drugs they need, 
and how to develop a programme of medical improvement which 
will least appear to attack what people in the community hold 
to be good, true and sacred. Do I need to underline the way in 
which all of us have our taboos and our prejudices, the direct 
attack on which we should resent ? When I was in the Philippines 
recently, | forced myself to partake of a local delicacy among the 
mountain peoples : dog-meat. I hated it. Let no health educator 
approach me with an injunction to eat dog. 

Let me end by trying to illustrate my last contention from a 
situation which I once found in a rural area in Asia. I lived for 
a few weeks in a poor community in the countryside which made 
most of its meagre living from growing and selling fruit. The 
people lived their lives almost in complete isolation from modern 
medicine. Their own traditional midwives delivered their babies, 
and their own medicine-men looked after them when they were sick. 
Yet within a couple of miles from where they lived they could 
enjoy the services of a modern government clinic. Rarely and 
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in small numbers did they avail themselves of these services. They 
complained, when they were challenged with their neglect of the 
opportunity open to them, that they could not afford the expense 
involved. It is true that, unless they got a special letter from the 
local headman, they had to pay small sums for treatment, but the 
fact that those of them who could enjoy free medical attention on a 
local government estate on which they worked also failed, by and 
large, to seek this attention suggests that the straightforward 
economic cost was not the only reason for their reluctance to take 
modern treatment. They appeared to be frightened and puzzled 
by the modern system of medicine. Yet they professed themselves 
often to be sick and in need of some medical attention which their 
own medicine-men could not always successfully provide. During 
my stay in this area a Western doctor came to visit me one day 
and was asked by my landlord’s wife to look at her child who was 
sick. He diagnosed measles, if my memory serves me correctly, 
and later through me supplied some drugs. From that time forth, 
until I made it clear that I was not a source of drugs, I was besieged 
by people demanding cures for their ailments. Yet these were the 
people who would not go to the clinic. The reason for this apparent 
paradox is, I think, quite simple, and it is one which may suggest 
a moral to the health educator. These people are encouraged by 
their own medical tradition to try different cures if the first one 
fails. As one medicator put it to me: “I say to them ‘I shall 
try to cure you. If I fail, you can try another man’”. Drugs 
coming to them from a foreign system of medicine were perfectly 
acceptable, but they were not prepared to go and get them from a 
place which was obviously alien to them and rather frightening. 
Here is “ superstition’ ; here is “ prejudice’ ; and here certainly 
is what appears to be unreasonable conduct. But I am sure in my 
own mind that with a little humanising of the clinic and its 
personnel, with the building up of a relationship of trust between 
health workers and the public, the people of this poor community 
would go in increasing numbers to find cures in the clinic. The 
practical problem there is one of social relations and not of 
eradicating ignorance by an onslaught on taboos and prejudice. 











MEDICAL DEVELOPMENT WITHIN A 
MAORI COMMUNITY* 





By KENNETH W. NEWELL. 





IN 1950 and 1951, I acted as medical officer to a predominantly 
Maori community in a rural area in New Zealand. The clinical 
problems encountered were unspectacular, but the methods of 
dealing with “ resistance”, and the reactions of the community 
to my entry, had unusual aspects and could be of general interest. 

The area was isolated and the population scattered, but it was 
not backward or underdeveloped in the accepted sense. The 
educational standards were high, there was little real poverty and 
there were modern medical facilities. However, this was a 
“* resistant ’ area as few people used these facilities, and they showed 
considerable hostility to medical workers. The cause of this 
resistance was unknown, but it was thought to be due partly to 
political reasons. European medicine was considered pakeha (non- 
Maori) and an extension of the unpopular central administration. 

Medically the area was a bad one, as the pulmonary tuberculosis 
mortality rate appeared to be high, and the infant mortality, 
maternal mortality and neonatal death rates were higher than in 
European areas. However, there was no proper death certification 
and the causes of the high rates were unknown. The doctor’s job 
was both to provide European medical services and to persuade 
the people to use the existing facilities. To do this, it appeared 
to be important to encourage the quick acceptance of European 
concepts of disease, treatment, and preventive medicine. 

In the past the Maoris had considered most illness to be caused 
indirectly by social wrong-doing. There were numerous defined 
wrongs of various grades ranging from the touching of a sacred 
bush or entering a forbidden area, to the open defiance of tribal 
law and custom or sacrilege towards one’s ancestors. The penalty 
for breaking a law might not be disease, sickness or accident, but 
instead, could be another type of disaster, such as a failure at 


*Based on a paper read at a seminar on Anthropology and Public Health, 
at the London School of Economics and Political Science, 1954. 
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fishing or bad crops. It is likely that the minor laws were broken 
frequently, and when you were sick it was generally easy to find a 
cause. If not, one was found for you (for example a wrong 
committed by a member of your family). After you had committed 
a bad act, you were open to attack by the precipitating cause of 
your illness. This might be described as a malignant spirit hovering 
around or it might take the form of an object such as a fish. The 
treatment of illness was divided into two parts ; the exorcism of 
the spirit, followed by the correction of the wrong which had 
increased your vulnerability. The person who specialised in 
finding the cause of illness and advising treatment was a highly 
trained general consultant called a tohunga (witch doctor, medicine 
man, genealogist). The tohunga’s medical functions were mainly 
curative, although he could protect you against certain types of 
malicious attacks under certain conditions. 

When I entered the area in 1950, tohungas were still in active 
practice, similar basic concepts of disease were still held and the 
two types of treatment were still often considered to be essential. 
However, disease had come to be divided into two main groups. 

There were the pakeha diseases, which included accidents, minor 
infections and diseases requiring surgery. These could be taken 
to the doctor for treatment of the precipitating cause and often 
the social connections were faint and ignored. 

All other diseases were Maori diseases, and they included all 
mental illness and most medical conditions requiring the use of 
drugs (tuberculosis will be considered separately). They would be 
taken to a tohunga and treated in the traditional way. 

From this type of general information it was possible to assume 
that the main “ resistance” to European medicine was due to : 

(a) failure to come to the doctor for treatment of Maori diseases : 

(b) a dislike of leaving the community for the treatment of 

pakeha diseases (in hospital, maternity home, sanatorium) ; 

(c) the refusal to tolerate physical methods of treatment, such 

as injection, for Maori diseases. 

It appeared logical to attempt to break down the “ resistance ” 
by trying to see and treat all patients with pakeha diseases and 
then to try to widen the definition of pakeha disease. But, before | 
could do any work, I had to be accepted into the community as a 
person and as a doctor. There were three ways of doing this. 

I could try to become a ‘ohunga myself, and work from within 
the present organisation. I was not competent to do this, even if 
it had seemed the wisest approach, as I knew so little about the 
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society and had no training or background. 

A second method would have been to mix socially until I came to 
be considered a * pakeha-Maori”’’. This was a term for a European 
who had given up his European standards for Maori ones, because 
he thought that the Maori standards were better. It had a rather 
derogatory connotation and this class mainly included “ poor 
whites *’, deserters from ships and minor offenders escaping from 
the law. This also seemed the wrong approach, as it appeared 
illogical to try to convince people about European concepts of 
disease when initially | appeared to throw these concepts away. 

The third approach was to try to become popular as a person 
and accentuate the fact that I was a pakeha. Later people might 
begin to associate good pakehas with good pakeha doctors and 
with European concepts of disease and treatment. 

I decided to use the third approach coupled with measures 
designed to decrease the unpopularity of general hospitals. After 
some months, 5 or 10 patients per day would come to see me, most 
of them because of accidents or minor conditions. It was obvious 
that this was only a small part of the real illness within the 
community, and often I would be called to see someone on the 
point of death who had been treated locally. My contribution to 
his illness would be an examination, made in time to avoid the 
complication of a post-mortem or an inquest. 

At this time I became involved in the problems associated with 
pulmonary tuberculosis. This disease had a special position and 
was of considerable politico-medical significance. It was classed 
as a pakeha disease (** the white plague’), as it was agreed that it 
had been introduced by the Europeans. However it was an 
atypical pakeha disease, as people did not consider that a doctor 
could cure it (unlike other pakeha diseases). The patient would 
not agree that he had pulmonary tuberculosis until a doctor had 
diagnosed it and the medical examination was considered to be 
the cause of the illness. When a person did have it, the people 
understood that he was sent away to a sanatorium where he died 
or never came back. There was some justification for these beliefs. 
There was no evidence that the tuberculosis morbidity was higher 
in this area than in a similar European community, but the number 
that died was alarming. The most advanced, and the open cases 
were sent to sanatoria and many of them did die. The milder and 
earlier cases were treated at home and when they recovered they 
were not considered to be cured cases but rather the victims of a 
mistaken diagnosis. If a medical worker came around talking or 
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making enquiries about pulmonary tuberculosis, the most prudent 
thing to do was to disappear into the “ bush”. 

One day at a public meeting the chairman of a tribal committee 
addressed me in the following way :—‘* We hate pakeha doctors 
and we do not want you, although we have nothing against you 
personally. You come to us and say you, and you, and you 
have T.B.: we then go away and die. This is no good. When 
you come to us and say that you, you and you will not die, then 
you will be welcome”. He then sat down amid a thunderous 
burst of applause. 

This speech was an advocacy of a reversal of the usual order for 
the entrance of medicine into a community. Usually it is the 
curative services which are sought after and which are followed, 
after a considerable time, by the preventive services. 

In my reply, I scoffed at the speaker and referred to the small 
chances that I would have even to see enough people, let alone to 
undertake any preventive work. However, I mentioned B.C.G. 
and the reports of its effect upon mortality. 

In a remarkably short period of time, and without opposition, 
the combined tribal committees organised a B.C.G. service for 
their communities, with me in the position of adviser. They did 
not just allow a campaign to take place among their people. This 
was theirs, and they badgered the authorities for equipment and 
permission and were met with some quite understandable scepticism 
and disbelief. Eventually they did obtain the material and they 
personally lined up everyone for testing, and were taught how to 
read the test so that they could say that you, you and you would 
not die this year from T.B. 

This action suggested quite a number of important ideas. The 
disease, although a very important one, had a different importance 
for me as a doctor than it had for the community. The total 
numbers were so small, and my time there was so short, that I am 
unable to say whether the morbidity or mortality to tuberculosis 
decreased. There were certainly many more pressing medical 
problems that could have shown a greater return for less effort if 
judged by the amount of illness prevented. However, this disease 
was the most pressing problem to the community as a whole, if one 
considered its political or socio-medical significance. 

In order to give B.C.G., it was not necessary to change people’s 
ideas as to the causes of disease. The idea that T.B. could be 
caused by a medical examination or an x-ray flowed quite easily to 
the idea that it could be prevented by a medical examination or an 
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injection. From this point it needed only a minor adaptation to 
arrive at the idea that people other than the doctor could do this 
with a certain technique such as an injection ; the substance that 
was injected did not matter very much. 

This tuberculosis work increased my status as a person and as 
a doctor and the number of patients I saw each day rapidly increased. 
Some of these people complained of Maori diseases and | began to 
compete with the tohungas, whose status and income began to go 
down. Their reaction was to attempt to treat pakeha disease and 
to oppose me openly, where before I had been ignored. Eventually 
we held a meeting and it was agreed that I should see all cases of 
illness in the first instance and, in return, I would not interfere with 
their treatment of Maori disease when my methods were ineffective. 

This meeting led to difficulties on both sides. A man would 
come to me with a sore throat and would ask why this germ (or 
spirit) caused so much unpleasantness. He would laugh heartily 
if 1 explained that the germ may have been present in his throat 
before his illness but had not caused any trouble then. He would 
not consider that the penicillin attacking this germ was sufficient 
for his cure. In a description of his actions before the onset of his 
illness he might describe how he had flouted the tribal committee 
and had got drunk in the meeting house and later had had to 
sleep in a ditch. His spell in the ditch was very probably related 
to his illness and it seemed justifiable to advise him to apologise to 
the tribal committee, not to get drunk in places where no one 
would look after him, and to have a course of penicillin. 

This type of advice coupled with my arrangement with the 
tohungas quickly changed the description of my practice from 
pakeha to pakeha-maori. 

The tohunga agreement was difficult to carry out on both sides 
and the inevitable drop in status of the tohungas eventually led to 
an open split and direct competition. The final act in this war 
was an attempt at killing from a distance by suggestion—a 
traditional form of authority which is both effective and terrifying. 
The only accepted form of cure is to be protected by a tohunga of 
greater power. I hypnotised the victim and made counter- 
suggestions, the patient recovered, and the tohungas left the area. 
I was left the victor, or the survivor, in the medical field. When 
I say the victor, it must be understood that I was then the sole 
medical consultant ; it was only later that I realised that by my 
final act, I had changed myself from a pakeha-maori doctor into a 
medically trained tohunga. It would appear that | had done what 
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1 had planned to do ; I then saw all cases of illness, and could be 
said to be providing a full medical service. 

My two previous attempts to do this (as a pakeha doctor and as 

a pakeha-maori) were unsuccessful ; but this does not mean that 
they were wrong. A consideration of the final position, however, 
suggests negative as well as positive results. On the positive side 
were the large numbers of patients coming for treatment. On the 
negative side were :— 

(i) The sacrifice of the local medical workers. They had 
other functions than medicine, but their retreat appeared 
inevitable when their status was challenged. 

(ii) The failure to change the concepts of disease except in a 
few superficial particulars. This may have been because 
the concepts held were compatible with European types of 
treatment or could be easily adapted for my purposes. 

(iii) The building of an image of myself as an acceptable person 
meant that too much emphasis was placed upon the 
personality of the individual. The position I had built 
could not be handed over intact to another doctor and my 
replacement must meet the same resistances and difficulties 
that I had met. This was surely wasteful and unnecessary. 

(iv) The changes of approach to changing community attitudes 
are relatively easily carried out by an individual ; but much 
of medicine is carried out by teams. The adaptations 
occurring here must rarely be workable on a larger scale. 

How could an anthropologist have helped me to find an approach 

which had the same advantages but fewer disadvantages, or even to 
arrive at the same final solution without the enormous amount of 
wasteful effort which occurred ? The anthropologist could possibly 
have explained some of the beliefs about disease and treatment, 
described the status and function of medical workers and might 
have shown where the main opposition to entry would lie. This 
would have been useful information and might have cut down 
some of the time it took to collect personally. However, thinking 
back upon these experiences I do not think that it would have 
affected my course of action. The emphasis upon the historical 
and traditional aspects coupled with a mass of detail about other 
aspects of the society, which might have been the anthropologist’s 
main interest, could have deterred me from attempting some of 
the solutions which did work. 

It may be easier to think of an anthropologist’s part in the 

tuberculosis scheme. He could have told me :— 
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(1) the significance of the disease within the community and 

its relationship to racial feeling ; 

(2) the similarity of the old idea of malignant spirits and sorcery, 

with the doctor, in this case, as the sorcerer ; 

(3) the lack of any clear idea of disease prevention ; 

(4) the main points of resistance to European intervention, 

of which European medicine was a part ; 

(5) that techniques such as injections were unacceptable in 

this community. 

All of this information other than the first, which was grossly 
apparent, would have pointed to a more difficult method of 
approach. In fact, technique, rather than a person, could prevent 
disease ; preventive medicine was as acceptable as curative medicine; 
techniques such as injection were not a major source of resistance. 

These objections do not mean that I think that the anthropologist 
has nothing to give to a medical field worker ; I think only that 
he may not give the relevant things. In this example two things 
he may not have given were the idea of personal responsibility for 
public health, and not community responsibility ; and the relative 
lack of success or cure rate of Maori medicine when compared 
with European medicine, for some conditions. 

The anthropologist’s assessment_of a society as a whole may be 
necessary for a major policy decision. But, for the practical 
details of a medical field worker’s problems, it appears more 
reasonable to accept the methods of observation used by the 
anthropologist as he collects information, and some of his pointers 
as to the important things to look for in a society, and then for the 
doctor himself to go in and to study the relevant parts of the society. 
We must be careful that we do not advise the sending of an 
anthropologist into an area for a 6 or 12 months’ preparatory study, 
ostensibly to gather an overall picture with some particular emphasis, 
but possibly to avoid the expense and the planning that a medically 
staffed but anthropologically tutored medical pilot team would entail. 
_ The final decision of whether to take a particular course of action 
is at present placed upon the doctor. However, a doctor can only 
be expected to judge the health of an individual. With the 
appearance of large-scale programmes designed to cover wide 
areas and large populations, some assessment of the effects of these 
changes in the communities needs to be made. It is unreasonable 
to expect the doctor to be the sole judge of the wisdom of these 
changes, and other workers, such as anthropologists, must be 
prepared to take some part in the evaluation of the programme. 
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SOCIAL STRUCTURE AND HEALTH 
CONCEPTS AMONG THE ZULU* 





By J. B. LOUDON 





Tue health worker can be useful without having to know very 
much about the community in which he works. This is obvious 
in the case of pathologists and laboratory workers, and is also true 
for some of those who deal directly with human beings in the 
course of their work, such as, for example, the radiographer. On 
the other hand, health educators, clinicians and public health 
nurses are likely to be very much more useful and effective if they 
know quite a lot about the social background of the people with 
whom they have to deal. They have to be able to get on with 
people and they have to know something of how people get on 
with one another. Their knowledge of the community with which 
they work tends to be unsystematic and intuitive. This does not 
mean that it is not both extensive and useful ; but in many cases 
it could be even more useful if it were more intensive and systematic. 

The social anthropologist is particularly concerned with the 
intensive and systematic study of relations between people and 
between groups of people. His theoretical interest is in the 
formulation of generalisations and hypotheses about human 
society. Nevertheless, the methods he uses can be employed to 
more immediately practical ends. One such end is the under- 
standing of human reactions to illness. 

In this paper I intend to deal with some aspects of Zulu concepts 
of health and disease. I aim to show how the Zulu’s ideas about 
the causation of disease, and what he does about it when he falls 
ill, are linked up with the kind of society in which he lives. In 
order to do this I am going to use the conceptual framework of 
social structure ; this is one of the social anthropologist’s most 
efficient dissecting instruments, with which he tries to lay bare the 


*Based on a paper read at a seminar on The Contribution of Social 
Anthropology to Medicine and Public Health, at the London School of 
Economics and Political Science, 1956. 
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anatomy of social life. If this analogy suggests that there is 
something cold and unreal about such an approach, it must be 
remembered that even an artist has to know something about 
skeletons before he can start drawing from the life. 


Social Structure 

The main idea behind the concept of social structure is the 
breaking down of society into its constituent parts for purposes of 
description and analysis. All the parts fit together in some sort of 
pattern and all the parts have an ordered relation with the whole 
of which they are the constituents. For present purposes the most 
significant way in which society can be broken down is that which 
reveals the main varieties of groupings which exist in it. 

All societies are made up of people, old and young, male and 
female. Apart from age and sex, there are many other groupings 
based on occupation, rank, class, religion and so forth. One 
grouping of universal importance is the family ; this term may 
be used to cover both the narrow sense of a domestic unit and the 
broad sense of a group of kin, that is, of people linked to one 
another by ties of blood and marriage. In many societies kinship 
is employed as the basis for the most important groupings from 
the point of view not only of family life, but of political, religious 
and economic activities. In many cases the largest of these 
kinship-based groupings are composed of many hundreds or 
thousands of people, all claiming descent from some semi-mythical 
ancestor with whom they are not necessarily able to trace exact 
genealogical connection, and all tending to regard one another as, 
in some sense, related. The clans found among the Zulu are of 
this order of grouping ; what is more, among the Zulu the clan is 
an exogamous group—that is, no one may marry a member of 
his or her own clan. Membership of a clan is based exclusively 
on descent in the male line ; but the rule of exogamy is extended 
further than an individual’s own clan—no-one may marry a member 
of his or her mother’s clan. 

When a young Zulu marries, he brings his bride home to his 
father’s household. The young couple always sets up house 
nearby, either in a separate hut within the fence surrounding the 
whole household, or in a separate new household a little way off. 
The typical residence unit, therefore, consists of a man and his 
wife and unmarried children of both sexes, plus his married sons and 
their wives and children. In many cases a man may have more 
than one wife living with him, each with her own hut, as well as the 
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offspring of his various marriages. Within the same valley or on 
the same hillside there may be many other similar household units, 
occupied by his male relatives with their families. Thus there 
generally exists in one locality a number of households, each 
containing a number of people, the male inhabitants of which are 
members of the same clan and generally of the same lineage. The 
wives of these men, however, owing to the rule of exogamy, 
originate from other households in other localities inhabitated by 
members of other clans. 

Each group of households forms a unit for a variety of activities. 
As neighbours and kinsmen, the men help each other in various 
ways, lending implements and oxen for work in the fields, and 
joining together on hunting forays and for recreation. Nowadays 
young men go to work on the mines with their brothers or cousins, 
as in the old days they would have been age-mates serving in the 
same regiments of the Zulu army. As members of the same clan 
and residents in the same district, the men attend meetings under 
the local chief to discuss matters of local politics and to settle 
legal disputes. As descendants of the same ancesters, they share 
in certain ritual activities at various seasons and on various 
occasions. Furthermore, as the old men die off, their sons come 
to take their places, inheriting their property and succeeding to 
their public offices ; for inheritance and succession, like clan 
membership, are in the male line only. Brothers are thus rivals as 
their fathers’ heirs, at the same time as being neighbours, kinsmen 
and fellow-clansmen ; rivalry tends to be even greater where a 
man marries many wives, leaving numerous half-brothers to quarrel 
with one another at his death. In such cases kinsmen separate 
from one another to avoid further trouble ; we shall return to this 
point presently. Meanwhile, let us turn to concepts of disease. 


Health and Disease 


It is commonly held that many so-called primitive peoples have 
an entirely “ magical” attitude towards disease, unlike more 
advanced peoples whose attitude towards disease js “ scientific ”. 
As we shall see, this is an over-simplification. The Zulu expects 
to feel mildly unwell sometimes for purely empirical reasons ; 
that is, he recognises perfectly well that minor symptoms such as 
headache, nausea, loss of appetite and vague aches and pains are 
frequently due to simple physical causes. A man who works in a 
boiler house at a factory, for example, sees nothing “ magical ” in 
his getting attacks of bronchitis from coke fumes ; and Zulus are 
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as quick as the average Englishman to attribute rheumaticky pains 
to cold damp weather. 

The Zulu sees minor affections and periodical lack of health as 
the lot of man. Serious illness and outbreaks of infectious disease, 
however, are a different matter. Such disasters are examples of a 
whole galaxy of human misfortunes which the Zulu can only 
understand in terms of a non-empirical causality. This has nothing 
to do with whether the bacterial origin of many diseases is under- 
stood or not. The Zulu is not primarily interested in how diseases 
are caused ; he looks past this question and asks the question 
why. Whether the disaster is disease or something else—for 
example, sudden death by accident, famine, the destruction of 
houses by lightning—he wants to know why the disaster struck 
him and not someone else. He is concerned with what has been 
called “the singularity of misfortune ”’. 

Let me illustrate this with an example from my own experience. 
Much of the area of Zululand with which I am familiar is planted 
with timber. The land and the plantations are owned by 
Europeans. The Zulu live on the land with their families, 
occupying their own houses and working for the European land- 
owners in lieu of paying rent. They work mainly as labourers in 
the plantations, felling and pruning trees. Each man has his own 
axe and acquires some skill in its use ; some men are, of course, 
very much more skilful as axe-men than others. Accidents happen 
even to the best workers, however. Sometimes they are seen to 
have resulted from minor misjudgements, sometimes from the 
timber having become slippery after rain or from some unexpected 
knot in the wood. In such work no man would be considered 
reasonable by his fellows if he attributed every wound to the 
operation of “ magic”. But a man who was well-known to be 
highly skilled at the work and who had a succession of accidents or 
who sustained a particularly bad laceration might well begin to 
wonder why he had been injured, although he knew perfectly well 
how the injury had occurred. When the Zulu begins to ask why in 
such circumstances he begins to suspect that forces are operating 
against him which we might call supernatural, but which he 
describes as being due to witchcraft. 


Misfortunes and the supernatural 

The Zulu believe that all major human misfortunes occur because 
of the operation of supernatural forces by, or through the agency of, 
their fellow men. They say that there are three main ways in which 
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these forces work. 

First, all women carry in them innate evil powers which may lie 
dormant or which may be the cause of disease and other misfortunes 
happening to other people ; sometimes, they believe, a woman 
knows that she is the source of such evil influences, but sometimes 
they may operate through her without her knowledge. 

Second, some men inherit from their mothers this same innate 
capacity, though they do not pass it on to their own children. 
Witchcraft is inherited in the female line only. 

Third, certain men may deliberately set out to manipulate 
supernatural forces, through the use of magical substances or 
procedures. They do this to cause harm to those they hate, and 
are generally referred to as sorcerers to differentiate them from 
wizards and witches who do not necessarily know that they are 
the cause of trouble. 

Nevertheless, it is important to emphasise that the Zulu believe 
that the evil forces are only activated by hatred, enmity, bad feeling 
and dissension. A man who is a wizard, even though he does not 
realise it himself, will cause harm to those with whom he quarrels ; 
while all women are liable to endanger those they dislike, since all 
women are believed to be actual or potential witches. There is, 
however, one important exception to this general belief ; no man 
or woman is believed to be able to cause magical harm to those to 
whom they are related by blood. Thus, no man would ever dream 
that misfortunes which happened to him were due to bad feeling 
on the part of his brothers or sisters, sons or daughters, or any 
other person among his kin. 

As we have seen, however, relatives living close to one another 
are liable to be on bad terms with each other on account of rivalries 
of various kinds. Relations between a man and his agnates— 
that is, his kin in the male line—tend to be rather formal ; in 
particular, a man is expected to be respectful to his father and to 
his paternal grand-parents and paternal uncles and aunts. On the 
other hand, a man’s relations with his mother’s people tend to be 
easygoing and affectionate ; it should be remembered that a man’s 
maternal kinsmen generally live some way away from his own 
home with his father, and that they are in no way his rivals since 
they do not belong to his lineage or clan. 

Mutual animosities between agnates are never held to be the 
factors which set supernatural forces to work against each other. 
But there are women in each household who may be blamed for 
endangering its members through witchcraft ; these are the women 
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who have been brought into the group as wives. Men accuse their 
daughters-in-law and their sisters-in-law ; for not only are all 
women who are not blood relatives able to cause them magical 
harm, but these women in particular are liable to quarrel with those 
of their husbands’ relatives who are his rivals and the rivals of 
their sons. Furthermore, owing to the exogamous nature of 
Zulu marriage, they are always the daughters and sisters of men 
belonging to strange and potentially hostile clans and lineages. 

Thus the supernatural element in Zulu concepts of the causation 
of disease and other misfortunes is closely linked to the dominant 
form of kinship grouping characteristic of Zulu society. A man 
can only be harmed by the witchcraft or sorcery of someone to 
whom he is not related by blood, and who hates him or envies him 
for some reason. Thus, a man who loses a job will look round 
him for some malevolent rival as the source of the supernatural 
cause of his misfortune ; and a man who suffers an attack of food- 
poisoning wonders which of his enemies it could have been who 
caused him harm. Here there may seem to be some confusion in 
the Zulu mind ; but this is due to the fact that we make a fairly 
clear distinction in our thinking between the natural and the 
supernatural. Even in our own society, where the range of 
empirical knowledge is greater than it is among the Zulu, and more 
easily available to a population almost entirely literate, the two 
tend to get confused. Public disasters are often attributed to 
divine wrath as much as to physical circumstances. 

Among the Zulu supernatural beliefs and empirical knowledge 
are more equally applied to the same happening. A Zulu trained 
as a laboratory technician knows perfectly well that tuberculosis 
is caused by the tubercle bacillus ; but he also knows that a 
particular man does not catch tuberculosis unless some evil-wisher 
causes him to do so. Just as the Zulu see two components in every 
misfortune, one physical and one non-physical, so they see two 
elements in the operation of cures. Penicillin, for example, may 
have a direct effect on bacteria ; but it also has a “ magical” 
essence which causes this direct effect to be so powerful. 


Doctors and diviners 

The Zulu conceive of two separate kinds of medical knowledge 
among their own practitioners, which may be said to mirror their 
concepts of the two kinds of causation of disease. The herbalist, 
whether amateur or professional, part-time or whole-time, is known 
and acknowledged to have special skill in the identification and 
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preparation of natural remedies ; but this experience gains him no 
particular status relative to men who are skilled in any other purely 
technical accomplishment. 

The diviner, on the other hand, is held in the highest esteem by 
all Zulu, in virtue of his special knowledge of the supernatural 
aspects of disease and misfortune. In addition to identifying the 
origin of the supernatural causes of misfortunes in general, he is 
particularly skilled in the diagnosis and treatment of diseases held 
to be primarily or solely supernatural in origin. Many of these 
conditions are those which the Western physician would classify 
as psychogenic. Within his social context the diviner sees the 
total environment of the patient and his troubles much more 
clearly than does the Western doctor practising medicine among 
the Zulu. The latter cannot fail to be aware of the existence of 
beliefs among his patients concerning the importance of witchcraft 
and sorcery in causing disease ; but he generally neither grasps 
their significance for his work nor their essentially logical nature 
as a systematic theory of causation. Certainly, he does not share 
the beliefs with his patients. 

The diviner does all these things. His effectiveness depends 
very largely on his sensitive appreciation of the intricacies of 
personal relations in Zulu society. He is well aware of the 
significance of relations between social groups to the diagnosis and 
treatment of disease. He makes up for his lack of scientific 
knowledge of pathological processes by his acute understanding 
of social structure and social processes. 

It is sometimes said that the diviner (and his counterpart in 
many other primitive societies) shares with his patients a common 
system of beliefs and knowledge, whereas the doctor in Western 
societies employs a skill based on a body of scientific theory and 
practice which is a closed book to most of his patients. I do not 
think this is really true. The ordinary Zulu is no more able to 
explain the details of the structure of his society or its cosmology 
than the English man in the street is able to explain the principles 
of inflammation or discuss the dogmas of the Christian church. 
In fact, both the diviner and the doctor in Western society share 
with their patients a large measure of their respective concepts 
regarding the disease process ; they certainly both share with them 
the system of beliefs regarding causation in general which is current 
in each society. That is, the diviner and his patients take the 
existence of “ magic ”’’ for granted and tend to regard as true what 
previous generations regarded as true ; while the doctor and his 
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patients in Western society take the existence of “ science” for 
granted and tend to use past beliefs regarding what is true as 
arguments neither for nor against a scientific proposition. 

If we examine the diviner from the point of view cf his place in 
the structure of Zulu society, we find that there are certain features 
which do not apply to the doctor in Western society. The number 
of specialised, whole-time occupations among the Zulu is very 
small ; indeed, diviners and other “ professional”’ men such as 
blacksmiths, herbalists and wood-carvers, almost always keep 
cattle and cultivate land like any other Zulu householder, even 
though they may be able to employ others to do the actual work in 
the fields for them. The diviner has a very wide field of relatively 
absolute expected authority, accepted by his patients in so far as 
he is recognised as having the necessary expertise ; those who call 
in a diviner surrender themselves to him very much more absolutely 
than most patients in Western society do to their doctors. The 
diviner is able to pronounce on almost any aspect of the life of 
his patients without risk of objections being raised, whereas most 
people in our own society would object if their doctor told them 
how they ought to behave in all sorts of situations not connected 
with the illness for which they consulted him. There is no doubt 
that many Zulu patients obtain great help and relief from the 
emotional security involved in this surrender, although they may 
at other times fear and distrust diviners on account of their power 
and wealth. There is an obvious analogy with this situation in the 
ambivalence of attitude shown towards psychiatrists in Western 
society by their patients, actual and potential. 


Social history of disease 

It should not be thought that the majority of Zulus who fall ill 
go to a diviner for treatment. On the average it is probable that 
the individual Zulu only consults a diviner on half-a-dozen occasions 
in a lifetime. Visits to herbalists and fortune-tellers are much more 
frequent. But generally, when some member of a household falls 
tit’ home remedies are used unless the illness is felt to be particularly 
serious. An illness may be considered serious on account of its 
nature or on account of the status of the person who is ill. There 
may then be prolonged discussion within the kin group about what 
is to be done. Here the importance of having some knowledge of 
Zulu society is clear when doctors and nurses from other societies 
work among them. Frequently, a sick child is not taken to hospital 
because of opposition from some person important in the family or 
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neighbourhood, or because the man who is head of the family is 
away from home working on the mines or in the towns. In such 
cases it is sometimes difficult to understand how a mother who is 
desperately anxious about her child cannot take the advice offered 
to her, unless it is understood that the taking of decisions is a much 
more complex business in the Zulu household than at first appears. 
Some diseases are believed by the Zulu to be amenable to 
Western methods of treatment and some are not. Among the 
first group of conditions are injuries, illnesses affecting small 
children, and venereal diseases, while among the second group are 
many kinds of psychogenic and neurological conditions, together 
with chronic wasting diseases such as pulmonary tuberculosis. In 
many instances the advice of both diviners and Western doctors is 
sought ; but it is clear that those conditions where the supernatural 
element is felt to be predominant are those which are believed to be 
more amenable to treatment from a diviner. 


Conclusion 

This discussion of some aspects of Zulu concepts of disease 
may be of use in a number of ways. It may make us more aware 
of the possible importance of social structure to the background 
of health problems in all societies. It may focus attention on the 
significance of religious beliefs and theories of morals to the under- 
standing of people’s attitudes towards disease. It may help us 
to see the position of the health worker in its social setting. All 
those who have work to do among communities of every kind 
cannot fail to be aided by greater understanding of how their 
communities function. 











TRADITIONAL SYSTEMS OF CHILD CARE 


Some implications for the Child Health Worker 
in the West Pacific Region* 





By ANNE BURGESS 





“IT was time then, the Old Man thought, for me to start learning 
about native customs. He told me to take lessons first of all from 
the kabbure of Taaiang village . . 

“A little golden girl of seven, naked save for a wreath of white 
flowers on her glossy head, invited me to mount upon the raised 
floor of the mwenga. As she spread a fine guest mat for me to 
sit upon, she told me her name was Tebutinnang—Movement-of- 
Clouds. Seated cross-legged on another mat, she explained with 
gravity that her grandfather had charged her to entertain me with 
conversation, should I arrive before his return from fishing. He 
would not be very long now ; would I like to drink a coconut 
while she went on entertaining? When I said yes, please, she 
climbed down from the floor, brought in a nut which she had 
opened under the trees outside with a cut-lass knife almost as long 
as herself, sat down again and offered it to me cupped in both 
hands, at arms length, with her head a little bowed. ‘* You shall be 
blessed,” she murmured as I took it. I did say *‘ Thank you’ in 
reply, but even that was wrong; I should have returned her 
blessing word for word, and, after that, I should have returned the 
nut also, for her to take the first sip of courtesy ; and at last, when 
I had received it back, I should have said “ Blessings and peace ” 
before beginning to drink the milk. All I did—woe is me— was 
to take it, swig it off, and hand it back one-handed, empty, with 
another careless ‘ Thank you’. 

“* She did not rise and run off with it as I had expected, but sat 
on instead with both arms clasping the nut to her little chest, 
examining me over the top of it. ‘Alas’, she said at last in a 


*Prepared at the request of the W.H.O. Regional Office for the Western 
Pacific, for the Technical Discussions at the Seventh Regional Committee 
Meeting, 1956. 


99 














shocked whisper, ‘ Alas! Is that the manners of a young chief 
of Matang ?’ 

“She told me one by one of the sins I have confessed, and I 
hung my head in shame, but that was not yet the full tale. My 
final discourtesy had been the crudest of all. In handing back the 
empty nut, I had omitted to belch aloud. * How could I know 
when you did not belch ’, she said, ‘ How could | know that my food 
was sweet to you ? See, this is how you should have done it !° 

‘** She held the nut towards me with both hands, her earnest eyes 
fixed on mine, and gave vent to a belch so resonant that it seemed 
to shake her elfin form from stem to stern. ‘* That’, she finished, 
‘is our idea of good manners,’ and wept for the pity of it.” 
(Grimble, 1952). 

For the health worker to “ start learning about native customs ” 
in the field of child care, and particularly with regard to the child 
of 1 to 6 years, is difficult. 

Present-day avidity for action has replaced the years of apprentice- 
ship formerly considered necessary for any would-be administrator, 
by a scanty period of briefing or “ orientation ”, often carried out 
by others who have no personal experience of the local conditions. 
Once in the field, however much one wants to do so, there is little 
time to “ stand and stare ’’, and to ponder long enough to develop 
the insight needed for the correct interpretation of one’s observa- 
tions. And the combination of action and observation is self- 
defeating, for the one influences and distorts the other. 
(Freedman, 1954). 

Nor is consultation of the literature always easy. Medical 
libraries are just beginning to house the anthropological records 
to which one instinctively turns for help, and not all anthropological 
records contain the details of child rearing practices which we need, 
though there has been some brilliant leadership in this field in 
recent years. 

In the search for knowledge about the child of 1 to 6 years in 
this region, the first problem might be the definition of the kind of 
** years "Mohammedan, Christian or Chinese, for all systems of 
reckoning are to be found in different areas. But this is unimportant 
compared with the main difficulty. Except in those countries 
where the native customs include that of beginning the child’s 
formal education at six years of age the child of this particular age 
is apparently an unknown entity, unrecognised and undescribed. 
In many of the other cultures chronological age is unimportant and 
its reckoning apt to be haphazard. Where life is monotonous and 


100 








the birth of a child an unremarkable and frequent occurrence, 
“the actual age in months and years is no concern. In fact it is 
very difficult for the average mother to count back through the 
number of gardens she has planted, in order to tell you whether 
her child was born even three or four years ago.” (Du Bois, 1944). 

In such circumstances it is not surprising to find that the stages of 
a child’s growth are recognised by changes in its behaviour—for 
example, the unborn child ; “ infancy—from birth to walking ; 
early childhood—from walking to wearing a loin cloth; late 
childhood—from loin cloth to thoughts of marriage’. (Du Bois, 
1944). The divisions recognised are social rather than physiological 
and do not correspond to any fixed chronological pattern. “ The 
case of adolescence is particularly interesting ... .The most 
casual survey of the ways in which different societies have handled 
adolescence makes one fact inescapable ; even in those cultures 
which have made most of the trait, the age upon which they focus 
their attention varies over a great range of years. At the outset, 
therefore, it is clear that the so-called puberty institutions are a 
misnomer if we continue to think in terms of biological puberty. 
The puberty they recognise is social, and the ceremonies are a 
recognition in some fashion or other of the child’s new status of 
adulthood.” (Benedict, 1935). 

This same lack of correspondence between cultural institutions 
and the physiological stages of child development is found also 
where Western customs have spread. The culturally determined 
division | to 6 years is not in accord with the recognised growth 
periods—the first great spurt of intra-uterine development, or the 
second slower one from birth to seven years. Nor is the third 
‘milestone—the change from primary to secondary schooling— 
any more happily placed, except for those fortunate children who 
begin their “‘ Upper school”’ at 13+- instead of the more usual 11+. 
It is difficult to find an adequate reason for such arbitrary arrange- 
ments in a culture which has developed the means of recognising 
the physiological stages, “ without the clue that in our civilisation 
at large, man’s paramount aim is to amass private possessions and 
multiply occasions for display. . . . Our attitudes towards our 
children are (equally) evidences of this cultural goal. Our children 
are not individuals whose rights and tastes are casually respected 
from infancy, as they are in some primitive societies, but special 
responsibilities, like our possessions, to which we succumb or in 
which we glory as the case may be. They are fundamentally 
extensions of our own egos and give a special opportunity for 
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the display of authority. The pattern is not inherent in the parent- 
child situation, as we so glibly assume. It is impressed upon the 
situation by the major drives of our culture, and it is only one of the 
occasions in which we follow our traditional obsessions.” 
(Benedict). 

It is impossible here to describe and discuss all the varying 
“traditional obsessions” found in the numerous cultures in this 
Region, and their effect on the parent-child situation and the health 
and welfare of the child. Margaret Mead and others have pointed 
out how every detail of the child’s experience from the earliest 
moment influences and moulds his character and his attitude to the 
world around him, and equips or fails to equip him to survive in 
his adult world. A few examples* must suffice. 

“The Arapesh (New Guinea) treat a baby as a soft vulnerable 
precious little object to be protected, fed and cherished. Not only 
the mother but the father also must play this over-all protective role. 
After birth the father abstains from work and sleeps beside the 
mother, and he must abstain from intercourse while the child is 
young, even with his other wife. . . . Through the long protected 
infancy, during which children are carried slung in bags from their 
mothers’ foreheads or high on their fathers’ shoulders, up and down 
the steep mountain trails and are never asked to perform tasks 
which are difficult or exacting, their whole interest is focussed on 
the mouth. . . . The Arapesh child, male and female, continues 
to take in receptively, passively, what is offered it—and to fly into 
tempers if food is ever refused, as it sometimes may be from 
necessity. .. . When the usual pattern of marriage is followed, 
in which the husband as a boy of twelve or fourteen begins to feed 
his betrothed wife, himself playing a role that his mother—and his 
father—have played to him—and the marriage is not interrupted, 
the woman is in a psychological position that is the perfect 
development of her childhood experience—passive, dependent, 
cherished. But what happens to the Arapesh male? . . . They 
engage very little in warfare, they permit themselves to be black- 
mailed and bullied and intimidated and bribed by their more 
aggressive neighbours ; they admire so deeply the artistic products 
of others that they have developed practically no art of their own. 
When they hunt they set traps and wait until the animal falls in, or 
else they * walk about in the bush looking for game’ and quarrels 
between the hunting partners come over who first caught sight of 


* Taken from Mead, M. (1949) Male and Female. New York, William 
Morrow & Co. Inc. 
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the animals . . . . It is a society that makes it much more difficult 
to be a male, especially in all those assertive, creative, productive 
aspects of life on which the super-structure of a civilisation 
depends.” 

In contrast, “‘ The Mundugumor (New Guinea) women actively 
dislike child-bearing and they dislike children. Children are 
carried in harsh opaque baskets that scratch the skin, later high on 
the mother’s shoulders well away from the breast. Mothers nurse 
their children standing up, pushing them away as soon as they 
become the least bit satisfied. The occasional adopted child is kept 
sharply hungry, so as to suck vigorously on a woman’s breast until 
the milk comes in. Here we find a character developing that 
stresses angry eager avidity. In later life, love-making is conducted 
like the first round of a prize fight, and biting and scratching are 
important parts of fore-play. When the Mundugumor captured an 
enemy they ate him, and laughed as they told about it afterwards.” 

And finally, “‘ The character type in which the most emphasised 
communication between parent and child has been an emphasis on 
elimination is one that occurs frequently in our own society. We 
find it writ large among the Manus tribe of the Admiralty Islands, 
a group of efficient puritans, where women never swing their grass 
skirts—grass skirts, after all, are items in the endless exchange of 
goods that goes on—girls are never allowed to flirt, and all love, 
even the affection between brother and sister, is measured in goods. 
Here among these small Stone Age villages there was prostitution, 
and the owner of a war-captured prostitute made money. Here a 
woman never loosens her grass skirt even in the extremes of child- 
birth. Between husbands and wives sex is a hasty, covert shameful 
matter ; and otherwise it is adultery heavily punished by vigilant 
puritanical ghostly guardians. Women’s roles and men’s roles are 
very slightly differentiated ; both participate importantly in the 
religious system, both conduct economic affairs. If a man is 
stupid, his relatives seek for him a bright wife to compensate for 
his deficiencies.” , 

It becomes obvious that the child cannot be viewed apart from the 
community in which he is growing up, and in which he has to succeed 
as an adult, and that therefore all efforts to improve his health and 
welfare must, if they are to be accepted willingly, be in accord with 
his community’s values and expectations. 

Where a fair skin is a sign of beauty and good breeding or rank, 
it is often difficult to persuade mothers to expose their little girls 
to the sunshine. Again, where boys are more highly valued than 
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girls, the young wife may be forbidden to breast feed her baby 
daughter, in case the chance of the birth of a son is thus delayed. 

Perhaps the most startling example of the difficulty of changing 
standards of * health ” in its widest sense comes from the island of 
Dobu, where the “social forms which obtain (in Dobu) put a 
premium upon ill-will and treachery and make them the recognised 
virtues of the society !*’ Here the abnormal simpleton * was the 
man who was naturally friendly and found activity an end in 
itself. He was a pleasant fellow who did not seek to overthrow 
his fellows or to punish them. He worked for anyone who asked 
him, and he was tireless in carrying out their commands. He was 
not filled with a terror of the dark like his fellows, and he did not, 
as they did, utterly inhibit simple public responses of friendliness 
towards women closely related, like a wife or a sister. In any other 
Dobuan this was scandalous behaviour, but in him it was regarded as 
merely silly.” (Benedict, 1935). 

The inter-dependence of the young child’s health and the 
behaviour, not only of its immediate parents but of the whole group 
to which it belongs, has been made tragically clear in recent years. 
Protein malnutrition is one of the chief causes of ill-health in this 
age-group in many parts of the world to-day. The contributing 
causes are many, but it appears that in some areas an important one 
has been the curtailment of the breast-feeding period due to the 
breakdown of the traditional customs of separation of the husband 
and wife during the suckling period. Discussing this form of 
child malnutrition as it occurs in Fiji, Manson-Bahr (1952) quotes 
the following passage from Thomson (1908): ‘ As soon as his 
wife was confined he (the husband) was banished to the ‘ Mbure-ni- 
sa’ (bachelor house) for the entire suckling period, which lasted 
from two to three years... . . Natives, when asked to account 
for the decrease in their numbers, have for years mentioned the 
breaking down of this custom of abstinence as the principal cause, 
asserting that cohabitation injures the quality of the mother’s milk. 
Not understanding the true cause that lay behind this belief, 
European medical men, as well as missionaries, have treated this 
opinion with contempt, without, however, shaking the native’s 
fixed belief... . the fear of impoverishing her milk, was a 
superstition which hid behind it a most important truth, namely, 
that a second conception taking place during the suckling period 
must cause the child to be prematurely weaned”. He adds “ Thus, 
with the breaking down of Fijian custom and more frequent 
pregnancies, the children are weaned earlier, and as no substitute is 
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available in the form of cow’s milk, a sudden deprivation of protein 
occurs. The infant is left at the end of the queue at the communal 
eating mat and has no chance of obtaining any of the choice protein 
foods which are consumed by the older men.” 

The last sentence illustrates well another hazard to the health of 
the child in this age group—one which is particularly prevalent 
to-day—the unevenness of change. Here one aspect of the 
traditional methods of child feeding has changed, but others have 
remained. Formerly, the child of three, with a relatively mature 
digestive system, could probably “ make do” with the bulky taro, 
tapioca, or yam which formed the major part of the family fare, 
having had a good “ protein start ’’ from the customary prolonged 
breast feeding. But for the child weaned at nine months or a year, 
the unchanged custom of reserving the protein delicacies for the 
elders becomes a major tragedy. Similarly, the belief held by 
some peoples in this region that the young child cannot be given 
fish or eggs may have much more importance than in the past, as 
it may deprive the now early weaned child of the only suitable 
protein locally available. 

It is sometimes difficult for the child health worker to understand 
the force of various beliefs and taboos in the lives of the more 
unsophisticated peoples, but, in fact, the situation does not differ 
greatly in the more developed areas of the region. The child from 
1 to 6 years in, for example, Australia is, or can be, protected from 
the major hazards to its health by various actions carried out at 
family, community or State level. The problem of dental caries, 
practically universal among the child population, remains, however, 
still unsolved—not so much because of lack of knowledge, but 
because of the strength of the traditional customs and values 
pertaining to certain foodstuffs. It would take a courageous 
mother to break with tradition and the expectations of her group 
and provide, for her five-year-old, a birthday feast that was not 
highly cariogenic. It would be equally difficult for her to allow 
her child to go bare-foot or shod in the non-deforming wooden 
clogs, and so avoid the other practically universal affliction of the 
“* civilised ’’ adult—the hallux valgus deformity of the foot. How 
much more difficult it must be for others, whose traditional beliefs 
include witchcraft and sorcery (perhaps performed over carelessly 
deposited excreta) to exchange the secret place in the bush for the 
latrine which anyone with evil intentions can get at easily. The 
following extract is applicable to some peoples in the Pacific region. 
“Because from early childhood Africans are habituated to a 
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culture different from ours, they may be expected—in our generation, 
at least—to employ their talents and interests in directions different 
from those in which we employ ours. Development and other 
policies will be misdirected if we ignore this, and particularly if we 
ignore or under-estimate the hold of witchcraft beliefs. So long 
as the African explains illness, crop failure and industrial accidents 
in terms of the machinations of witches, and not, as we do, in 
terms of microbes and misadventure, and so long as his economic 
and social advances are accompanied by crippling fears of retaliation 
from those he has left behind, he will participate in development 
schemes with hesitancy and reservation—if he participates at all.” 
(Marwick, 1956). 

Even without the problem of witchcraft to complicate matters, 
how can a people whose whole way of life depends on preserving 
the idea of masculine prestige (which entitles the man to receive 
the meat distributed at the feasts) be persuaded that it is the small 
growing child who should have this: priority ? Or little girls be 
taught a pride in personal hygiene and well combed hair when 
such interest is frowned upon socially as evidence of flightiness in a 
future wife, whose chief virtue is her capacity to work hard and 
long in the gardens ? To encourage even minor improvements in 
the health and welfare of the child, each health worker must, 


apparently, try to imitate the social anthropologist. “* There was. 


a time when a social anthropologist was content to make an 
inventory of the elements, both material and non-material, of the 
way of life or culture of a people. Now he concerns himself 
primarily with the social significance of these elements. He 
assumes that each culture-element has a reason for existing, and 
that this is to be found in the contribution it makes to the effective 
organisation, and ultimately to the survival, of the group concerned.” 
(Marwick, 1956). 

Nevertheless, in spite of the wide variation in the different cultural 
groups, there appear to be certain common elements in the treatment 
of children in the family situation in this region. These have been 
outlined—with the reservation that “ only proper study can provide 
us with the information we need in any particular society ’’— 
as follows (Firth, 1953) : Children are wanted ; they are considered 
socially important and protected before birth by the pregnancy 
rules and taboos for the mother, and sometimes also for the father. 
The feeding of infants is more permissive, the breast being given 
when the child appears to want it ; suckling is continued longer, 
and weaning is a more protracted process than in the West. The 
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wide kinship groups and the lack of privacy in village life contribute 
towards a less rigid form of child discipline, administered by a 
variety of people, including the older children—and also encourage 
the child to become independent of its parents at a comparatively 
early age. Education is directed more to social ends than to the 
acquisition of individual skills—though mothers may deliberately 
teach their daughters crafts, and time and attention be given to 
the learning of complicated kinship relationships and genealogies. 

The children, by the time they have reached their fifth or sixth 
year, will have been weaned—either gently or abruptly—and 
experienced hunger, frustration, and the vagaries of their guardians 
and of an unstable or a settled life. They will have learned to walk, 
to play, to imitate or to take part in some of the adult activities ; 
to eat certain foods, and avoid others ; have learned some of the 
traditional taboos ; and heard of some of the spirits that menace 
or protect them ; have gained some impression of their status as 
males or females in the community; and often assumed 
responsibilities and acquired knowledge not usually shared by their 
contemporaries in Western cultures. The child may still be with 
its own parents, or have been lent—for various reasons—to another 
relative, or adopted by a different family, sometimes of a different 
culture altogether. It may have been deprived of both its parents 
and its home—as where custom decrees that, on the death of one 
parent the children must remain in the village of the dead parent 
while the other returns to his or her hostile village, never to be seen 
by the children again. 

During these years, the health and welfare of the child will thus 
have been affected by its own experiences and by those of its parents 
and the community of which he is a part. Behind the practical and 
visible influences are the values held by those within his social 
sphere, by which the norms of behaviour and achievement are set, 
the abnormal defined and revered, tolerated or punished as the 
case may be, and success or failure as a community member 
recognised. And behind these are the constant pressures of change 
—some “ impersonal” (floods, crop failure, political or economic 
changes), and some deliberately applied by individuals who may 
or may not belong to the same culture. The health worker, 
whether he belongs to the same culture or not, and no matter how 
sympathetically he considers the “ felt needs” of the people, is 
inevitably an instrument of change, making judgments based on an 
entirely different set of values and encouraging action and change 
based on these judgments. 
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It is essential to remember that.“ no social order can separate its 
virtues from the defects of its virtues *’ (Benedict, 1935), and to try 
to see the possible future defects of the virtues which seem so 
obviously desirable now. To do so, it will be necessary to learn 
the difficult art of scrutinising our own customs and values as 
objectively as we scrutinise those of other people. It may not 
be completely possible, but we can try, and the past is full of 
warnings to guide us. 

Child health, like charity, begins at home. It is just possible that 
lasting improvement in the standards of health and welfare of the 
children in the remote mountains and islands of the West Pacific 
will only be achieved when we have put our own house in order 
and changed some of our own standards and values. 
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SOCIAL CLASS AND 
HEALTH PROMOTION 


Some Obstacles in Britain 





By MARGOT JEFFERYS 





VARIOUS socio-medical studies, based on nation-wide statistical 
information or on local enquiries, have shown that a good many 
of the most refractory problems facing the social services in general 
and the health services in particular are much more common in 
families where the chief wage earner is an unskilled manual worker 
than they are in other sections of the community. 

For example, there has been a general and large-scale decrease 
in infant mortality in England and Wales during the last 40 years. 
This decrease, however, has left intact the proportional difference 
between the rates for infants whose fathers are unskilled manual 
workers and of those whose fathers are professional men’. 
Infant morbidity, equally, has been shown, in both a national and 
a local enquiry, to be related to the social class of the parents ? *. 
Children of unskilled workers are more likely to fall ill with 
respiratory infections, gastro-enteritis and the childhood infectious 
diseases early in life. They are more likely, therefore, to need 
treatment in hospital at an age when separation from the mother 
may cause emotional damage. Maternal mortality and 
prematurity are also greater among the classes standing lower in 
the social hierarchy than they are among the higher groups *. 

Other evidence suggests, moreover, that it is not only where 
morbidity or premature death are concerned that social differences 
are to be found. Local enquiries have shown that the wives of 
unskilled workers are less likely to use the infant welfare clinics, 
to have their babies immunised against diphtheria or vaccinated 
against small-pox, or to give their children cheap or free vitamin 
supplements in the form of cod liver oil or orange juice °. 
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In other fields, where the health services are less directly concerned, 
the same picture emerges. Partial enquiries and empirical 
observation both suggest that an undue proportion of the children 
referred to child guidance clinics or brought before the Juvenile 
Courts and convicted are from the poorest working class families *. 
Illegitimacy is also found more frequently among women whose 
fathers are unskilled workers than among other groups; and, 
although there is a justifiable distrust of the term “ problem 
family ”’, there is little doubt that much of the work of social case- 
work agencies is concentrated among families where the father 
is in and out Of casual unskilled employment. 

These findings are not likely to surprise those involved in the 
health services or in social work. The problem is to account for 
the unequal loading of social and health problems in a small section 
of the community, despite the existence of free health and education 
services, and the levelling of wage-rates of skilled and unskilled 
workers which has occurred in the last 15 years. Both of these 
factors might have been expected to lead to the virtual disappearance 
of gross social differences. 

One current explanation for the phenomena described is that the 
families of unskilled workers to-day consist, in the main, of a 
residual group of low-grade intelligence. By and large, it is 
argued, such people are not capable of understanding the rules 
needed to preserve their physical and mental health, or to improve 
their own standard of material comfort. They cannot obey the 
laws and social codes of ethics which the majority follows, if not 
without effort, at least without excessive strain. 

Some of those who hold that low intelligence is the major factor 
in the physical, mental and social pathology found among families 
of unskilled workers go on to argue that there is consequently very 
little that the health services can do in an educative capacity. 
Such people frequently advocate compulsion as the only means of 
wiping Out the social and medical problems which proliferate in 
these social groups. 

It by no means follows, however, that, even if low intelligence is 
a major obstacle to radical improvement, nothing can be 
accomplished by educational endeavour’. Various experiments 
have shown that, among both adults and children of low 
intelligence, the level of social functioning and general competence 
can be raised substantially®. We cannot write off the problem 
as one incapable of response to educational methods ; we must 
examine the methods used in order to discover why it is that they 


110 








have proved inadequate. Above all, we must not ignore other 
social, economic and cultural factors which may contribute their 
quota of difficulties to the problem of raising the standard of 
general health among unskilled workers’ families to that of groups 
standing higher in the social hierarchy. 

Before examining some of the reasons for what we can describe 
as a “cultural lag”’, it is useful to ask whether all the benefits of 
the welfare state are equally distributed among the different social 
groupings in any area or in the country as a whole. In many 
instances, although not in all, an examination of the physical 
environment and social service facilities available will reveal that 
the external circumstances of the unskilled workers’ families are 
still considerably less favourable than those of other social groups. 

We are often blinded by the increase in the number of new 
housing estates and new schools, and by the increased purchasing 
power of large sections of the working classes, into forgetting that 
not everyone has been able to benefit equally from the extension and 
improvement of the community’s social services. 

Generally speaking, new houses on the outskirts of the large 
cities, and the new schools which go with them, have been allocated 
to skilled workers rather than to unskilled workers and their 
families*. These latter tend to remain in the older industrial 
districts near the centre of urban areas. Their water supply may 
be clean and their drains adequate ; but the houses they inhabit 
are often in disrepair, their domestic amenities inadequate by 
modern standards, and their rooms overcrowded and dark. More- 
over, the air they breathe is often polluted by the discharge from 
factory chimneys ; their access to open spaces is restricted ; their 
schools are old, gloomy and ill-lit. The never-ending fight against 
dirt, which housewives in older industrial districts have to conduct, 
must, in itself, involve the expenditure of a great deal of energy. 
In such circumstances, it is not surprising that less effort is put 
into pursuing positive health aims!°. 

It is also true that the older industrial districts (especially in 
the north of England) are under-doctored compared with the areas 
in which there is a relatively high proportion of middle-class 
residents!!. The need for a re-distribution of general practitioners 
sO as to increase the numbers practising in industrial areas was 
recognised when the National Health Service was planned. The 
prohibition on the buying and selling of practices, the negative 
powers of direction given to the Executive Councils, and the 
incentives given to those willing to practise in under-doctored areas 
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were attempts to cope with the problem. A large measure of 
success has been achieved ; but it is likely that among those who 
find their way into general practice in the older industrial districts 
there are some who have been unable to find work in—from their 
standpoint—more congenial surroundings. 

It is difficult, if not impossible, to measure the quality of medical 
care. Nevertheless, disgruntled doctors, negatively selected for 
their posts, are less likely to provide a service of as high a standard 
as those who have achieved the posts they want. Initially at least, 
they are likely to resent their work and look forward to the time 
when they can escape from it. In an enquiry in 1953, Dr. Hadfield, 
Assistant General Secretary to the B.M.A., found that doctors 
working in the older industrial practices had made less effort to 
improve their premises and their equipment than those working 
elsewhere. He also suggested that cold, often dirty, waiting rooms, 
uninviting and poorly equipped surgeries, and formal and cheerless 
relationships between doctor and patient were frequently, and 
almost exclusively, found in such practices **. 

In short, it is probable that those families of unskilled workers, 
who inhabit the older industrial districts, have been less affected by 
the extensive social welfare measures of the post-war- years than 
other sections of the community ; and, in so far as this is true, it 
may help to account for the continued excess of morbidity and 
premature death among such families. 

There are, however, other factors, which may not be so readily 
discernible, but which may have contributed to the lag of the lowest 
social classes behind the others so far as health is concerned. These 
factors are facets of the relative positions which unskilled workers 
and doctors and educationists occupy in the social structure, and 
of different ideas, expectations and customs of different groups in 
the community. An understanding of them may make the personal 
work of those concerned with the health and welfare of unskilled 
workers and their families more effective. 

By virtue of a long process of pre-conditioning or learning, the 
doctor acquires a way of thinking, a set of attitudes and a scale of 
values and preferences which are quite different from those of the 
majority in the lowest ranks of society. The “social distance ” 
between general practitioner and patiem in a therapeutic relationship 
or between infant welfare doctor and mother in an educative 
relationship, can lead to misunderstandings which, in their turn, 
militate against a successful outcome of the relationship. Some 
doctors are intuitively aware of the implications of “ social 
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distance *’ for the patient, and are able to bridge it successfully ; 
others learn in the hard school of experience ; but some do not 
appear to realise either how wide the distance that separates them 
from their patients is, or how, by their own actions, they can help 
to narrow it. These latter sometimes adopt a take-it-or-leave-it 
attitude which may effectively prevent the patient from accepting 
the advice or service which is being offered and of which he or she 
is in need. 

It is perhaps worth outlining some of the contrasting attitudes 
and expectations which are current in different social groupings 
and which may affect the outcome of teaching or therapeutic 
situations. 

First, the doctor comes out of the world of the highly literate, 
By the time he has finished his formal training in his middle twenties, 
he has acquired a way of thinking, a verbal facility and an ability 
to make minute distinctions which sharply distinguish him from 
the man or woman whose occupation would be classified as 
“unskilled”. The latter, after leaving school at the age of 14 or 15 
is probably able to read ; but he is unlikely to read books for 
pleasure or instruction once he has started work, and his faculty 
for absorbing the written word, except on a limited range of topics, 
is gradually impaired. He is not required to write at his job and 
‘he has probably never acquired the habit of writing letters. Neither 
his work nor his leisure pursuits give him the opportunity or 
incentive to develop a system of logical thinking and objective 
analysis. Consecutive reasoning and formal logic, therefore, are 
likely to play a less important part in determining his actions than 
they are those of the doctor. 

Differences of this kind are likely to be accompanied by differences 
in attitudes towards illness and treatment. Most social groups in 
Great Britain—including doctors—place great emphasis on the 
responsibility of the individual to do well in life, to get on, and to 
rely on others only in an economically reciprocal relationship. 
Since illness implies present or future dependence, the individual 
feels that the onus is on him to co-operate, as far as he can, in the 
process of restoring himself to a state of health in which he can 
fulfil his normal social obligations. He will be under great pressure 
to forgo other desired ends, in order to get well. The minority, 
who use illness or invalidism as a means of avoiding their social 
responsibilities, usually lose status among their acquaintances. 

On the other hand, there is some evidence to suggest that, among 
unskilled workers, less stress is put upon the responsibility of the 
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individual. His ability to influence the course of events is thought 
to be severely limited’*. Misfortunes, such as unemployment and 
sickness, are not, in the main, regarded as a slur on the individual ; 
to a large extent, they are thought to be outside his control. There 
is, consequently, less feeling of guilt if or when an individual or his 
or her children fall ill, and less condemnation from the group if the 
person concerned does not follow the doctor’s advice. 

There is, too, a difference between social groups in terms of 
orientation in time, which may affect the attitudes towards 
prevention and cure. The majority of the population is future- 
orientated. In the higher professional and business classes, 
maximum earnings are reached late in working life ; and, in most 
groups, parents strive to give their children a better start in life than 
they had themselves. They are wedded to a belief in progress in 
human affairs in general and their own affairs in particular ; they 
are prepared to forgo present satisfactions in order to achieve 
greater ones in the future. 

This is much less true of unskilled workers. Maximum earnings 
are usually reached at the age of 21. Few think in terms of 
promotion or of individual advancement up the occupational ladder. 
They therefore tend to live more in the present ; if they think of the 
future it is in terms of hoping that some windfall will come their way. 
Immediate satisfactions tend to weigh more with them than the 
remote possibilities of future satisfactions. Actions, then, are 
more often confined to meeting the needs of the moment. 

Orientation in time is often reflected in attitudes towards treatment 
or prevention. For example, the Newcastle study, A Thousand 
Families, found that mothers in the poorest families often postponed 
a visit to the doctor’s surgery, or refrained from calling him in, 
until the situation was serious. This may be a manifestation of 
ignorance ; but it may also reflect a general tendency to confine 
actions to the needs of the moment, letting the future take care of 
itself. The much smaller use of the infant welfare clinics and the 
later stage of pregnancy at which wives of unskilled workers seek — 
ante-natal care may also be accounted for, in part, by general 
attitudes towards the present and future. The preventive services 
of the local health authority are essentially future-orientated services 
and will only appeal to those with a sense of the future. 

Again, it is common experience for doctors to find that the 
poorest patients demand medicines or pills to relieve symptoms 
more frequently than other sections of the community. They are 
more often unwilling to co-operate in a course of treatment which 
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demands a lengthy procedure of diet, rest, remedial exercises, or 
staying in hospital. The popularity of the chemist as a source of 
medical advice, the extensive use of patent medicines, the continuing 
reliance of the young on the “old wives’ tales” of the older 
generation, are, to some extent, explicable if seen in this light. 
The doctor is not only relatively inaccessible ; he is also likely 
to prescribe treatment which conflicts far more with immediate 
satisfactions. 

There is another difference between characteristic attitudes of 
unskilled workers and the rest of society, which is closely linked 
with orientation in time. Scientific progress and all the changes 
which have stemmed from it have brought about the growth of a 
general belief that man is master of his fate. If fate treats the 
individual badly, it is likely to be, at least partly, his own fault ; 
he has a duty to battle against it, to overcome obstacles, to make 
good despite difficulties. These beliefs are not so prevalent among 
unskilled workers. They tend to meet difficulties by resigning 
themselves to them, and by adjusting to them, rather than by 
fighting to overcome them. Where illness is concerned, they are 
more likely to adopt a fatalistic attitude and to discount their 
own ability to take effective preventive measures. 

The ways in which the individual’s needs for respect from others 
can be met are largely determined by his or her position in the 
social structure. The doctor can command respect by virtue of 
his occupational role which gives him a high status in the social 
framework, irrespective of his own personality. Those in the 
middle ranges of the occupational hierarchy can compensate for 
feeling inferior to those above them, by feeling superior to those 
beneath them. At the lowest level, however, the individual cannot 
expect prestige or respect as a result of his occupational role. 
Nevertheless, his need for respect and consideration is no less than 
the need of others, and he will seek other ways of achieving it. 

The ways in which members of the poorest working class families 
try to achieve this respect are often misconstrued, by doctors and 
others, as sheer cussedness, unreliability or defiance. For example, 
some working class people try to avoid contact as far as possible 
with those in positions of authority. The police are shunned ; 
health visitors, too, are sometimes looked at askance ; and even 
the doctor may be avoided unless the circumstances are too 
compelling. Each of these forms of contact may be so damaging 
to an individual’s sense of self-respect that he avoids them as long 
as possible. 
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When a contact is made, individuals will try to compel respect 
in different ways according to their own personality and their 
conception of the relationship. Some will be aggressive, demanding 
and even abusive. Others will seek to avoid being hurt by with- 
drawing ; they will appear either sullen, morose or apathetic. 
Others may try to get the better of the situation by playing off one 
authority against another. 

In short, occupying 2 position on the bottom rung of an 
occupational ladder necessitates a type of adjustment in social 
situations which is markedly different from that achieved by those 
occupying intermediate or top rungs of the ladder. It is not 
ignorance, low intelligence or vice which makes unskilled workers 
and their families less good patients or less able to profit by 
discoveries in the field of preventive medicine. It is also a 
reflection of the difficulties which they face in confronting those 
whose occupational roles endow them with prestige and authority. 

Finally, it is perhaps the inability of the labourer to acquire 
respect by virtue of his occupation that tends to make him more 
custom-bound than other sections of the community. Social 
prestige gives those who wish to take the initiative, or break with 
customary practices, the necessary basis of security. The unskilled 
worker, denied respect from other occupational groups, will cling 
all the more fiercely to his own and to its customs and values. He 
will resist innovation initiated by those higher up the social ladder 
more stubbornly, whether such innovation is in the field of industry 
or of medicine. In efforts to make good the “ cultural lag”, we 
may be in serious danger of undermining the sense of security 
derived from belonging to a group with its own well-tried defences. 

It is probable that the existence of marked differences between 
social classes in morbidity and delinquency rates represents the 
major challenge for the health and social welfare services in Britain 
to-day. The elimination of these differences depends, in the first 
instance, on discovering the interacting social, economic, and 
genetic factors responsible for them; in the second place, it 
involves the imaginative use of this knowledge to modify the 
influence of these factors so that they eventually become ineffective. 
Some of the factors—particularly environmental ones—cannot 
be varied by doctors acting specifically in their role of doctor : 
they require community action. Responsibility for considerable 
modifications in the influence of the structure of social relationships 
on social class differentials, however, will often lie within the 
province of the doctor as healer and educator. Improvement 
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in the health of unskilled workers and their families would proceed 
much faster if all doctors were aware of the extent to which their 
own attitudes and behaviour, as well as the attitudes and behaviour 
of their patients, need to be modified. 
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HEALTH PLANNING 
AND COMMUNITY 
ORGANISATION* 


By RAYMOND FIRTH 








In health planning it is assumed that, as in other subjects of 
governmental concern, it is possible to make the most rapid 
progress when the people being served are keen, or even better still, 
are anxious to receive the services. No doubt we can find exceptions. 
to this. Great medical progress has undoubtedly been made in 
remedying the health of people who were apathetic. But I imagine 
that, generally speaking, the idea is accepted that the co-operation 
of the people is an important element in health planning. 

But while this is so, a lot of questions are still involved. We 
can assume that people are always keen to get well. If that is so, 
why, then, do they not always take advantage of the health planning 
that is done for them? The reasons, I think, can be divided into 
three main categories. The first is that of “ stupidity ’—ignorance 
and fear—what we may call a general lack of understanding of 
what is wanted. The second category is what is often called 
“ carelessness ’"—meaning by this that the people are willing to 
co-operate and know how to do so, but in their range of preferences 
the necessary health measures come lower than some other ways 
of expending their energy. The third category is that of 
“* resistance ’’, meaning by this that they may know what to do but 
definitely they do not want to do it. They have an attitude of 
objection for what they consider to be good and positive reasons. 
If the lack of interest in health measures is due simply to a lack of 
understanding, either with or without fear, then it may be that a 
fairly simple failure in communication is responsible. Remedies 
may range from more attention to the language of communication, 
to a more out-going attitude of personal sympathy, or to more 


* Based on an address first given in the Technical Discussions of the 
Western Pacific Regional Committee of the World Health Organisation, 
held in Tokyo in 1953. 


118 








elaborate or more specific programmes of health education. 
(Perhaps the use of specially recorded talks in the vernacular may 
help here, or that of specially designed films.) 

But if the lack of interest is due to competing preferences for 
time and attention or to definite objections to the health measures, 
then we have to go deeper. Cases of this are well known to 
everyone. It should be realised that the behaviour of people in 
these circumstances is not just random. It follows a pattern and 
is part of a system of behaviour which they adopt in other similar 
situations. Moreover, this system of behaviour has a structure in 
which the various elements are so interrelated that by affecting one 
you also influence others. It is necessary, then, in attempting to 
enlist community participation or overcome community objections, 
that there should be some knowledge of the structure and of the 
organisation of the community—the framework of the ordinary 
activities of the people. 

It is also necessary to know something of their values—the ideas 
that they have, often, with strong emotion, about the kinds of 
activities and things that are proper and good. Sympathy, 
education and proof by experience can do a lot to convince people 
who resist health measures even if the health worker is going on 
rule of thumb methods. But they are not enough. They must be 
backed by knowledge. Much time can be saved and much more 
accomplished if the health worker does know just what the structure 
and the values of the people are and how they cut across the 
development of health work or can be used to contribute to it. 
But the structure of the community is not always perceptible by 
ordinary observation. It needs systematic study. It is sensible 
to think, then, that better results will be achieved if the health 
planner takes the possibility of such things into consideration and 
makes some provision in his programme for getting information 
about them and co-operating with or utilising them. 

Planning is a word defined differently by different people. But, 
for our purposes here, it can be said to be preparation for the most 
efficient use of resources over a given time in relation to a set of 
health needs or requirements. These needs or requirements are 
either given in the situation already or have to be assessed. And 
realistic planning means taking account of all factors that can be 
envisaged—not in waving some aside because they do not seem to 
fit into the plan. 

Planning, then, implies a knowledge of what resources are 
available or potentially available, and ideas on how they can be 
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mobilised and used. But it must start from some assessment of 
requirements or needs. Both of these imply attention to social 
and cultural aspects of community life. 

There is great diversity of these social and cultural aspects. 
Specific knowledge of them is important for two broad reasons. 
The first is that with the great modern use of international personnel 
it is advisable for doctors and health workers to have some 
knowledge of the kinds of societies in which they work—that is, 
they should have a considerable degree of cultural receptivity. The 
second reason is that, even in a single country which is of multi- 
cultural character, it may well happen that a person from one 
cultural group will be working among the people of another. Here, 
too, then, there is need for this kind of special cultural knowledge. 

I suppose it is correct to say that in recent years one great trend 
in health measures has been a moving out more and more from 
hospital to home. This results from many factors. But one of 
them is the very general recognition that with the growing cost of 
health services, it is expedient that the community should be 
enlisted in its own defence. ‘“ A Home Guard for Health” might 
be the slogan here. It means particularly a transfer to the local 
field of part of the costs of health measures, especially in labour 
and in that more intangible cost, responsibility. If this is so, the 
implication is that what goes on in the home—or in the village or 
urban housing block or tenement house—is important for the 
health planner to know. 

It is part of the process of “ getting down to the grass roots”, 
as one might say. Of course, a great deal of what goes on in the 
home is known—from the district health nurse, the social welfare 
worker, the hospital almoner, the local medical practitioner, the 
hospital dresser. But I put it to you that there is still a fairly big 
field of such domestic and local matters concerned with health 
about which information available to health planners in any 
country is still vague. For example, even in the highly developed 
countries we still do not know enough about common family 
patterns or about differences in nutrition and in personal hygiene 
among various groups of the population. What we do know is 
still for the most part unsystematic and impressionistic. For the 
so-called “* under-developed countries ” this is still more the case. 


Let me briefly refer to a few aspects where information is lacking 
and would be very useful : 


(a) Nutrition 
Here collaboration of nutrition work with social anthropology 
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would be very useful if only since the anthropologists have developed 
interview techniques and techniques of collecting information 
systematically about food habits, beliefs and taboos against the 
background of social and economic life. In New Guinea, for 
instance, some very interesting work is being done on these lines 
by a nutrition worker trained in social anthropology. Work done 
on African diets by Richards (anthropologist) and Widdowson 
(biochemist) nearly 20 years ago is a good example of co-operation. 
(b) Ideas about the aetiology of health and disease 

Recent work by social anthropologists in Latin America has 
shown how the ideas of people there about disease often include a 
division of diseases into “ hot” and * cold ”’, with cures thought 
to result from application of remedies of opposite type. Something 
analogous occurs among Malays. Some of the symbolic notions 
involved are rather akin to those of the mediaeval doctrine of 
signatures. The suggestion is that if such ideas are known by the 
health planner they may be used—in therapy to get the patiept 
on the side of the doctor, and in preventive medicine to get the 
community in rapport with the health worker. 
(c) Ideas about treatment 

There is frequently a dichotomy of another kind. Diseases are 
divided into two categories, those which are thought to be curable 
by Western medicine and those which are thought not to be so 
curable. In Latin America, it has been said that the alleged 
ignorance of Western trained doctors and nurses about the latter 
category of diseases and local remedies has hampered people in 
seeking aid. On the other hand, if they feel that the doctor already 
knows about the treatment they follow in their local practice, then 
they are readily inclined to accept his advice. Much of the local 
practitioner’s diagnosis and treatment must, of course, be regarded 
as inadequate and even wrong by practitioners trained in Western 
science. One can expect that in the course of time, particularly as 
Western medicine becomes more efficacious, much of this local 
treatment will disappear. On the other hand, not all of it is 
necessarily of this kind. As the work of Gimlette in Malaya 
indicates, there is often something of what may be called a primitive 
pharmacopoeia, with certain drugs of limited efficacy. Some 
aspects of manipulation may also be effective. Whether this be so 
or not, it is a question worth considering in a given country whether 
the health planner might not take into consideration what is being 
done by local practitioners of the “ medicine-man ”’ type, and see if 
their co-operation can be enlisted in health work. 
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(d) Psychology of the patient 

(i) Whatever be the decision about the curative role of the 
local practitioner from the physical point of view, there is no doubt 
that psychologically he has the confidence of his patient. This 
he gets by various means, some of which, like ritual dancing or 
mediumistic performances, certainly are not available to the health 
planner. But a study of his methods might give useful information 
about ways in which the confidence and morale of the people might 
be secured and maintained in health work. 

(ii) Hospitalisation is a field in which study of the patient’s 
psychology in relation to his social background might be very 
important. Reluctance of sick people in Oriental or African 
societies, for example, to go to hospital is not uncommon : one 
needs to know what the reasons are in order to tackle the problem. 

(iii) Child health in its widest sense, including mental health, 
rests upon an adequate relation of the child to its family and wider 
social environment. Where a doctor is dealing with family 
structures which are often very different from his own, he needs to 
know about these in order to know best how to handle the child. 

I want to emphasise that the information to be gained from social 
and cultural studies is by no means only negative in its application. 
It has other important positive aspects, too. 

(e) Economic capacity 

To get the support of a community for a health programme may 
well depend to a large degree on the capacity of the people to pay 
for services or to maintain them by their own labour. Hence, it is 
important for the health planner to have as adequate data as 
possible on the economic structure of the community, its income 
levels, capacities for different kinds of expenditure, available labour 
resources, competing claims and wants. It is not easy to get such 
information adequately even in a cash economy. But, in many 
under-developed countries, especially in the rural areas, a great 
deal of the economic relations are in kind and not only in cash. 
Estimation in such conditions is extremely difficult. Here special 
study is required. Impressions alone are not enough. In getting 
the data, the services of an anthropologist with training in economics 
or an economist with training in anthropology could be of great use. 
(f) Group structure 

In the effort to get community participation, it may be very 
important to know what are the structure and functions of the 
many various types of groups in the community. For instance, 
many societies have a structure in which there is faction and 
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rivalry between the groups. Knowledge of this may help even 
in such small matters as selecting a site for a health centre. If 
the group structure is not known, the site selected may be such 
that the group concerned may attempt to keep other groups off 
or exploit the siting for its own advantage. Again, it may be 
possible to enlist the spirit of rivalry and competition to promote 
health services. One community can be encouraged to strive for a 
better health service than its neighbours. This can be a wasteful 
process, but, if carefully handled and with proper knowledge of 
the structure of the groups concerned, it need not, but can be of 
advantage. Again, such knowledge is useful in forming new local 
organisations of a voluntary or semi-official kind. Most organis- 
ations seek an ancestry and, if it can be shown that the new 
organisation can find roots in a traditional one, then its basis will 
be more solid. But to do this adequately needs proper knowledge 
of what the various forces and groups in the community are. 

(g) Responsibility and leadership 

In any health programme, one of the stumbling blocks frequently 
is in getting local people to take responsibility and in getting good 
leaders not only with initiative, but also with influence enough to 
be able to induce the people to follow them. Here the trouble may 
lie in inadequate knowledge of the basic principles on which status 
in the society really depends. In some societies, for example, the 
real influence lies unsuspected by the outside observer. It is in 
the hands of elders who, through leadership of kinship groups or 
the possession of ritual status or the control of economic power, 
dominate the community. If the health planner has a knowledge 
of how status is obtained and held in the community, then it may be 
much easier for him to calculate what his leadership resources may 
be, and to enlist community participation as, for example, in 
getting members of a village health committee. 

There is another way in which the social anthropologist in 
particular can be of use, that is, in acting as a “ social thermometer ” 
when health programmes are under way. From his intensive 
observations in the community, he is usually in a position to test 
the reactions of the people to health measures as they are put into 
operation, and so provide the health planner with data which he 
can use in any revision of his programme. 

From what I have said, it will be seen that material on the social 
and economic structure of the community is important both in the 
assessment of requirements and evaluation of resources. How 
can the gathering of such information be fitted into the plan ? 
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One way is by stimulating the interest of the health workers 
themselves in attaining such material as they can. And some 
training in the general principles of social anthropology would 
increase the precision of many of their observations, as for example, 
if they collect social material as part of case histories. Another 
way in which more could be done is by the analysis of routine data 
in more systematic form—from demographic, economic and 
sociological angles. But a difficulty here is frequently lack of time. 
The social worker or medical man rarely can spare a great deal 
of time for special enquiries. Hence, help is needed from elsewhere. 

Some material of use to the health planner can be obtained from 
economists, social anthropologists and other research workers 
primarily engaged in other problems. But to be of much value, 
the nature of the problems and the kind of material to be collected 
need to be worked out in collaboration with the health planner 
beforehand. Specifically oriented enquiries, either of a sociological 
survey type or an analysis of special problems, are the most effective. 
(A considerable amount of such work is now being done in Latin 
America and some has recently been done also in Indonesia.) 
Sometimes, the field anthropologist can work as a close member of 
a team. More often, because the scope, timing and intensity of 
his enquiries are very different from those of the work of his fellow 
members, he is best allowed to proceed on his own. But there is a 
great deal to be said for including the social anthropologist as a 
definite part of the heath planning organisation, not simply using 
his services for one or two years and then allowing him to retire 
from the scene. This would obviously involve proper budgetary 
provision for him. On the other hand, it would mean that he 
becomes familiar with the problems and that continuity is 
maintained. 

In conclusion, | would emphasise that the social sciences, 
including social anthropology, cannot act simply as keys in a door 
in relation to health planning. The problems are complex and 
refractory. There are few simple solutions in overcoming resistance 
to and securing active co-operation in a health programme. But, if 
progress is slow, every advance made on a basis of systematic 
knowledge, will be made on a much surer foundation. The 
important thing is to try and see the problems clearly, and not to 


expect ready-made solutions, but to be prepared to seek them 
oneself. 
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HEALTH EDUCATION AND 
ANTHROPOLOGY 


A Study in East Africa* 





by D. G. CONACHER. 





HITHERTO | have been interested mainly in curative medicine. 
During my first tour I worked for two and a half years in a General 
African Hospital in Dodoma in Central Tanganyika, East Africa. 
Dodoma is a provincial centre and is the main town in the tribal 
-land of the Wagogo people who are a pastoral people rather 
imitating the Masai. Also in the area are the click-speaking 
Wasandawe. 

My second station was in Mbeya in the Southern Highlands 
of the Territory, and I was again engaged for three years in curative 
work, this time mainly with Europeans—settlers, tea and coffee 
farmers, gold miners and officials—and my colleagues were more 
concerned with work among the Africans. A feature of this part 
of the territory is the presence of quite a number of small tribes, 
most of them engaged in agricultural work. They include the 
Wasafna, the Wanyakyusa, the Wanyiha and others. 

Since the war, staffing difficulties have been such that medical 
officers and others have been switched from station to station with 
the result that they seldom get to know really well the social 
structure and beliefs of the tribe, or more commonly the tribes, 
among whom they are working, and in any case they are often so 
involved in curative work for which there is a great demand that 
they do not find time to get on with much preventive work—far 
less to think in terms of a campaign of health education. Rarely 
nowadays in any station does the medical officer or auxilliary sit 
back and wait for patients, or think in terms of enticing them for 
treatment. 

This does not mean, however, that other members in the Medical 
Department are not thinking in terms of preventive medicine and 


*Based on a paper read at a seminar on The Contribution of Social 
Anthropology to Medicine and Public Health, at the London School of 
Economics and Political Science, 1956. 
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health education. We have various Government and mission 
establishments concerned with the training of health inspectors, 
health orderlies and health nurses in addition to nurses, midwives, 
medical assistants and so on. In fact, one of the few benefits of 
the Ground Nut Scheme was that the Government took over from 
the scheme a well equipped hospital and training school which is 
now used both for the training of health inspectors, who qualify 
for a diploma similar to that of the English public health inspector, 
and for the training of health orderlies who have a course designed 
to fit them for work in the villages, teaching the people simple 
sanitary procedures and acting as scouts on the lookout for out- 
breaks of epidemic disease. 

The ordinary medical officer is not always concerned with the 
training of these auxiliaries ; but he is very often concerned with 
the selection of them and this is the first point on which one would 
be glad of the opinion of the anthropologist. Let us take, for 
example, the health orderly, who is at the forefront of rural health 
education, carrying health information into the villages. The 
Government requires him (or her) to be physically fit, of a certain 
standard of education (usually with enough English to understand 
a course in hygiene, which may be partly taught in English) and 
armed with a suitable reference from his schoolteacher. The idea 
is that he should be of a particular tribe and that he should go 
back to work in that tribe. When a vacancy for a health orderly 
is announced a group of young lads present themselves for inter- 
view. I used to interview them and examine them medically and 
write them down in order of priority and then send them along for 
a second interview with the African health inspector who also 
wrote down his priority list. We generally found ourselves in 
agreement, and on two occasions it boiled down to the choice 
between a bright young man of no significant status in the tribe 
and a not so bright young man related, on one occasion to the 
chief of the tribe, and on the other occasion to the established rural 
medical orderly. On both occasions we decided on the young 
man of no fixed status who appeared to be more intelligent. This 
is the sort of problem which crops up fairly frequently and where a 
decision has to be made by the medical officer. A lot of the young 
men now have an elementary education and those that hear about 
jobs going in the medical department are frequently those related - 
to chiefs or to members of the medical department. Should one 
choose the one with influential relatives whose word and example 
may be important, or should one choose a man who is an ordinary 
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villager ? In other words, should the health worker (as opposed to 
those engaged almost entirely in curative work) come from the 
élite or from the ordinary run of people ? 

If the medical officer does somehow free himself from the mass 
of curative work that confronts him and starts thinking about 
health education in his district, I am quite sure he does not sit 
down and search his soul about the rights and wrongs of under- 
taking health education. He has in his mind a picture of a ward 
full of people being treated for stinking tropical ulcers, or of 
children dying of protein deficiency in a tribe whose main business 
is rearing cattle, or of a gathering of fifty lepers waiting to be 
examined for transfer to a leprosarium, and he knows, without 
thinking, that any change can hardly be worse than the picture 
he has in mind. He is in danger, however, of picking out of the 
many problems one which interests him in particular and of pushing 
others into the background. With the recent formation of official 
district team meetings attended by the district commissioner, 
education officer, agricultural officer and so on, and of district 
advisory councils attended by local chiefs, missionaries, headmen, 
settlers, etc., he is likely to get fairly well-informed advice on 
priorities. It would be ideal if anthropologists were also available 
for these meetings ; unfortunately, they are few and far between ; 
but at a higher level it does seem that the anthropologist has a 
vital part to play in the planning of health education. 

I think it would be agreed that the initiation of any scheme of 
health education in rural Africa would have as a first step to gain 
the co-operation of the Native Authority—if for a village, the 
village headman and his elders, if for a tribe, the chief and his 
elders, if for a number of tribes then the paramount chief and his 
subordinates. It has been suggested that there may be a difference 
between the official authority and the traditional authority, and 
that a health scheme may go wrong through a failure to recognise 
this. My impression from Tanganyika is that British adminis- 
trations are very conscious of the principle of indirect rule and will 
go to great lengths to ensure that the two are merged so that the 
traditional chiefs and headmen are in fact the main officials of the 
Native Authority. 

In general, the health educator may assume that if he wins the 
co-operation of the appropriate Native Authority he has gone a 
long way in ensuring the success of any scheme. But sometimes 
he may fail to realise the actual sphere of influence of the Native 
Authority whether he be a chief or a headman. The official 
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terminology is sometimes confusing. The expression “ paramount 
chief *’ suggests a firmly established chief whose ancestors have 
had the power of life and death over the members of a large tribe 
and who have established themselves by virtue of their personality 
and leadership, and, in fact, this is sometimes the case. On the 
other hand, a chief may be declared a paramount chief merely for 
administrative convenience and he is, in effect, only the senior of a 
number of chiefs who regard themselves as of equal importance ; 
he is senior only by virtue of the fact that he is older and more 
experienced. In this case, he will have considerable influence 
within his own tribe or part of a tribe but virtually none in the 
other tribes or groups. Similarly, someone who is officially 
designated a “ headman’’—a word which conveys the idea of a 
responsible man, possibly the spokesman of a group of elders— 
may, in fact, have astonishing influence over a wide area. 

This kind of thing was very much brought home to me when 
On one occasion we were out vaccinating and scouting round 
trying to define the limits of an outbreak of smallpox in the valley 
of Lake Rukwa. One of the tribes there is a small one consisting 
of a few thousand taxpayers and we called on the chief at the main 
village to get some information from him about the spread of the 
disease. He advised us to investigate in the villages nearer the 
lakeside, so we went in the Landrover down towards the lake and 
on the way we picked up the local headman from another village. 
Near the lakeside we stopped the Landrover and sat in a tight row— 
the driver, the African health inspector, the headman and myself 
and waited for a villager to come up. He came up quite cheerfully, 
greeted the driver, came round to greet me and then, all at once, 
his face changed and he went down on his knees. He had suddenly 
spotted the headman sitting beside me. It appeared that this 
headman was the chief of a tribe within a tribe and in fact wielded 
much more power within that part of the tribe than the official chief 
did throughout the rest. | think this indicates that while the health 
educator may assume that an official, whether he be called 
paramount chief, chief or headman in the Native Authority has 
some influence, he must find out exactly what that influence is. 

One of the very big problems in East Africa to which the health 
educator must turn his attention is the fact that the symbol of 
Western Medicine to many Africans is the syringe and the needle. 
What the syringe contains he has no means of knowing ; whether 
the needle is sharp or blunt he does not much care ; whether it is 
sterile or contaminated is something he has not thought about. 
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This worship of the syringe is a great problem. It leads to people 
demanding dispensaries with no thought other than that they will 
have someone to stick needles into them ; it leads to men with 
syphilis walking off quite happily having had one injection of 
bismuth. It is commonplace for a patient in a ward to say, “ yes, 
I am completely better now, but before I go can I have just one 
injection ?”’, Trowell of Uganda describes the growth of the 
injection practice with the unscrupulous medical man proceeding 
rapidly in a motor car from place to place “ where the sick are 
gathered waiting with their treasury notes, their credulity and 
their buttocks ”’. 

To the doctor this growth of respect for the syringe is not 
surprising because many of the dramatic cures, which have 
established the effectiveness of Western medicines, haye been 
effected by injections—quinine for cerebral malaria, antrypal for 
sleeping sickness, tartar emetic for bilharzia and so on. The 
injection of a needle also has some resemblance to the traditional 
method of applying native medicines through multiple incisions. 
But | think the anthropologist can teach us a lot more about this 
and an understanding of it is most important. I think the answer 
in the long run will come with the building up of a wider medical 
service, not with the smallest unit, as it is at present, a little Native 
Authority building staffed by a rural medical aid, but by the 
formation of village health centres staffed by at least four people, 
drawn from the same locality—a medical assistant, a village mid- 
wife, a village health nurse and a village health orderly. In the 
meantime, the medical officers have to try to resist the pressure of 
the chiefs anxious for a man to give injections and of the 
administrators anxious to show the taxpayers something for their 
money by putting up little dispensaries. This resistance will be 
more effective if we can understand the African attitude better. 

Alongside this love of injections there is often a reluctance to 
give blood for examination or to permit post mortems. There 
are probably many complex and varying reasons for this ; but 
one common explanation offered in Tanganyika is that the rural 
African suspects that the Western doctor needs blood for the 
preparation of his medicines, and may, On occasions, resort to 
post mortems (of a Burke and Hare type) for this purpose. It 
is said that these suspicions have been reinforced in some areas by 
the filariologists taking smears at night, and, in one case, by the 
fact that the first European woman seen by some remote people 
had bright red blood on her lips. 
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Finally, | have resisted the temptation to discuss taboos, witch- 
doctors, and ritual circumcisions ; but I must mention the problem 
of the pastoral tribes. To a varying degree these people live a 
nomad existence wandering round with their cattle in search of 
suitable pasture; as a result, they create many problems— 
administrative, educational and political, as well as medical. It has 
been suggested that the problems created by their constant move- 
ment can only be solved by inducing them to settle permanently in 
static communities and that to do this merely requires the 
development of constant and reliable water resources. Is this, 
in fact, desirable from a social point of view? I should like to 
know. 





130 








HEALTH EDUCATION AND 
NEIGHBOURHOOD 
FAMILY PRACTICE 


By SIDNEY L. KARK and 
GUY W. STEUART 








A stupy of the habits, feelings and beliefs of the individual is 
becoming an increasingly significant part of the physician’s 
examination of his patient. As intrinsic elements of the individual’s 
learning experience, they represent his unique interaction with his 
culture, and the medical knowledge, values and attitudes of the 
society. The roles for which physicians, nurses and other health 
workers are trained are those which are expected of them by their 
society. When they and their patients are members of the same 
culture group the relationship between doctor and patient is founded 
upon a reciprocal understanding of expected behaviour. The 
patient’s complaints, his history and various confidences, the 
physical examination and the discussion which takes place are all 
culturally conditioned. Nowhere, perhaps, does this become more 
apparent than when the kind of medical service which has developed 
in one area of culture is translated to communities whose ways of 
living differ. 

The Institute of Family and Community Health in Durban has 
had the experience of providing health and medical care to people 
of widely differing cultures. Beginning over 16 years ago in the 
rural African community of Polela, the importance of cultural 
change in individual, family and community health was soon 
apparent. Awareness of their own function in this process of 
change led the staff to an appreciation of the need for health 
education as a foundation element of the service they provided. 
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The progress of this work has been recently reviewed in this journal *. 

This experience in rural Polela has been followed by the 
development of the Institute’s services in Durban among different 
communities including a recently urbanised African community, 
Hindus and Moslems of Indian origin, a middle class urban 
community of European origin, and “* Coloured’ people whose 
history includes remote and more immediate admixture of European 
with other elements. 

The marked cultural differences between these communities 
have. a profound influence on the nature of the services offered to 
them. It is not that there is a difference in the standard of these 
services, but rather in a method of application, which is highly 
sensitive to such factors as the community’s interpretation of the 
nature of health and disease, and what it expects of a service. 
Even more significantly is this service modified by the fact that the 
health problems of these communities are themselves, in a very 
real sense, a product of their cultures. 

This particular orientation, along with the close collaboration 
between doctors, nurses and health educators means that cure 
and prevention are regarded not as the tasks of different services 
so much as distinctive aspects of a single service. 


Family Practice of Physicians and Nurses 

The family oriented service of the physicians and nurses provides 
a type of practice which includes care both of the sick and of the 
well in the family. Patients are seen by appointment at the 
Institute by their particular family physician and nurse, at home, 
and in special group sessions where considered desirable. 

In the continuing relationship of doctor and nurse with their 
neighbourhood of families a process of health education, which 
goes beyond the mere giving of information, becomes a most 
significant element of treatment. Assisting patients and their 
families towards an understanding of the relationship between 
various aspects of their family life situation and their state of 
health provides a foundation for desirable change in behaviour. 
In order to fulfil these educational functions of family practice, 
there must be an appraisal both of individual growth and develop- 
ment as well as a study of those aspects of family life situations 
of significance to health. 

Domiciliary care of patients by their family physician and nurse 
has had several interesting results. When regarded as a service 
in which the doctor and nurse are assisting various families in the 
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care of their own sick, it immediately assumes significance as an 
educational force. By closely associating both doctor and nurse 
in the development of the home nursing skills of a member of the 
family, a level of home care has been attained which has resulted in 
a considerable reduction in the number of patients who need to 
be admitted to hospital. This has important implications for the 
economic aspect of medical care. Our studies indicate that the 
cost of caring for a patient at home is approximately one-fifth 
of the cost required if he were admitted to hospital. When it is 
remembered that the employment of a well qualified family nurse 
costs little more than the maintenance of a single bed in hospital, 
the economic implications of an adequate home care service will 
be appreciated. Even more significant than the economic aspect 
alone is the educational experience in which the community is 
involved. Satisfactory care of a patient at home implies both 
willingness of the family to accept the responsibility as well as an 
understanding by the family of the patient’s needs. 

As a result of the relationship established between doctor and 
nurse and the family, there is a more ready acceptance of such 
responsibility and the care itself becomes a meaningful experience 
for all concerned. It is not suggested that all patients can be 
adequately cared for at home, but we have found that many are 
admitted to hospital who do not really need to be, and indeed that 
a large number of patients, especially children, are better off in 
their own homes. This depends at least as much on the mother’s 
relationship with her child, and her relationship with her nurse 
and doctor, as on the kind of house in which they live. The 
educational functions of the nurse in particular have been described 
more fully by Cohn ?*. 

There is considerable emphasis, then, on health education as 
an intrinsic part of the family practice of doctor and nurse. Because 
of this, and because there is such a close association between this 
family practice and the community work of the health educator, 
it may be said that virtually the whole service of the Institute to 
its communities takes place within a broad context of health 
education. 


Community Health Education 

The Institute’s philosophy of health education has been discussed 
in a previous article by Steuart*. The health educators, as a 
distinctive professional category, are responsible for comprehensive 
community health education. While effective health education 
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must have precisely defined objectives, an attempt is made to 
avoid substituting one rigidity (ours) for another (the people’s). 
Sound health education is characterised by a recognition of the 
need for intelligent personal choice in private life and active 
awareness of community problems in public life. 

Special care, therefore, is taken to study the background of 
beliefs, attitudes, knowledge and behaviour, and most importantly, 
the significant motivations on which these are nurtured, which 
characterise our multi-cultural communities. Where these are 
detrimental to health, the educator’s task is to modify them ; 
where they are promotive of health, to reinforce them. 

Thus, too, although special campaigns are directed both against 
insanitary habits, communicable disease, long-term illness, and 
mental disease, and towards the promotion of healthy development, 
these are conducted within the framework of a broader education 
in healthy living. 

In planning these campaigns there is a careful definition of 
objectives and of evaluation procedures from the start. Objectives 
are selected and defined according to certain important criteria, 
as, for example, the degree to which the family physicians and 
nurses regard the problem as significant for health, and the ways 
in which the community think, feel and behave in relation to this 
problem. The educational task is defined in terms that are in 
harmony with felt needs and motivations of the people, and that 
will allow for their measurement. All objectives are defined, too, 
in terms of their relevance for the private, personal life of the 
individual and his family, as well as for public action in terms of 
community organisation. 

On the basis of the defined objectives, an appropriate evaluation 
schedule is drawn up and applied before’ and after the field 
campaign. Besides evaluation of total campaigns, there is evalu- 
ation, too, either of the current progress of a programme or of 
particular aspects of it, such as the films or other aids which are 
used. 

It is important to appreciate that constant and systematic 
evaluation of health education programmes is a sound principle 
not only because of the more obvious efficiency it yields, but 
because it gives personnel a sense of direction and greater incentives, 
and helps make more realistic the analysis of obstacles to success. 
This is important enough with campaigns against specific problems 
such as tuberculosis or cancer—it is even more so where a 
comprehensive health and disease programme, covering almost all 
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phases of daily life, is the aim of the agency, as it is with this 
Institute. 

The field work is designed to cover the major social learning 
situations of a community. 

Firstly, there is the primary group of family, wider kin group, 
and clique and friendship groups in which learning situations are 
informal and unstructured and in which education takes place in 
the ordinary round of daily living. The health educator attempts 
to make an analysis of these primary groups with special reference 
to those key individuals and families who exercise rather more 
influence than others and through whom there occurs both 
transmission of opinion and knowledge and influence on others’ 
behaviour. Discussions with key individuals, with small 
spontaneous groups and with friendship groups met by appointment 
are then the main-work of the health educator at this level. 

Then, there is the secondary group which is more formal and 
more distinctively a part of community organisation. With those 
that have some potentiality for meeting the aims of the educational 
programme, the health educator tries to develop a greater awareness 
of these aims, to advise and assist them and, indeed, to encourage 
them to take the initiative in working out relevant plans of action. 
The cultivation of leadership becomes an intrinsic task of every 
programme. 

In the communities served by the Institute, joint planning 
councils consisting of representative community leaders and of 
members of the Institute staff have been formed and represent 
the closest community-Institute co-operation at the planning level. 

Throughout the communities served by the Institute there is a 
wide variety of organisations. With most of these the health 
educators have established a close liaison so that their plans and 
aims tend to supplement, both directly and indirectly, the Institute’s 
programmes. 

Each of the communities served by the Institute has a health 
education “service’’ team under its own leader. In addition, 
there is an independent evaluation section whose work is one of 
general and systematic comment, criticism, and evaluation of all 
phases of the health education programmes. In addition, this 
section keeps the “ service’ teams in touch with recent literature, 
takes responsibility for in-service training and supplies the aids 
and materials which are constantly required by the “ service” 
teams. 

The leaders both of the “ service” teams and of the evaluation 
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section are responsible independently to the Organiser of Health 
Education, so that although there is a considerable degree of 
joint planning, there is, too, a high degree of administrative 
autonomy for each section. 


Effects of the Service 

In a previous article Kark and Cassel’ describe the effects of 
this kind of service in the rural African community of Polela, Natal. 
These results were encouraging, as are those emerging from the 
present work of the Institute with urban communities. 

Some of these results may be quoted here, and ttliey illustrate, 
at the same time, educational objectives characteristic of the 
services to these urban communities. 

As part of the evaluation of a ten-week campaign in the early 
part of 1956, a survey was conducted of | in 6 families, in each of a 
number of sub-areas of the African community of Lamontville. 
At the time of the survey, this community had 1765 families with 
a total population of 10,301, the vast majority of whom are Zulu 
A total of 240 families were included in the final analysis. They 
were surveyed independently of the particular health educators 
responsible for their health education. 

Of the 240 families, 76.7°, (184) were found to have adequate 
refuse disposal methods at the start of the campaign and this 
increased to 90.8°% (218) at the end of ten weeks. During the 
same period, those families with hygienic methods of food storage 
increased from 61.3°% (147) io 71.3% (171). 

In this original sample of 240 families, 124 of them had babies 
under 2 years of age. Again, over the ten-week period, 57.3% (71) 
of these 124 families adequately protecting babies’ food from 
contamination, increased to 68.5°%% (85), while the 56.5°% (70) 
adequately protecting babies’ feeding utensils rose to 66.1 °% (82). 

As a further example of change, the need to increase milk 
consumption has been a constant feature of the Institute’s 
objectives. Such an objective has two major aspects. Firstly, 
it is necessary to stimulate the public demand for milk and secondly 
to. increase the milk available for purchase. In a community at 
the economic. level of Lamontville, it was necessary in respect of 
the second aspect, to press for increase in the supply of subsidised 
milk. In respect to milk consumption and availability some 
progress has been noted. A particularly pleasing feature has been 
the increase in the amount of subsidised milk available and sold 
in this community, as is illustrated by the following figures : 
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Increase in Subsidised Milk Available and Sold. 


Pints available 


Total pints No. of per family per 
Date per month Families Population month 
December 1953 18,000 1,361 7,938 13.2 
December 1954 25,000 1,487 8,694 16.8 
May 1956 37,000 1,798 10,375 20.6 


When we examine the incidence of certain diseases themselves, 
more particularly those which are related to personal hygiene, 
sanitation and dietary habits, the results are indicative of a 
changing community. 

During the five year period 1950-1954, the occurrence of new 
cases of various diseases has been measured in a defined sub-area 
of homes within Lamontville. At the commencement of the 
study in 1950, the population of this sub-area was 3,974. By 
1954 it had increased to 5,522. The main reason for the increase 
was the building of additional houses in the area. Many of these 
new houses were sited among those originally included in our study 
area and because of this have been included in the analysis. 

The accompanying chart illustrates the changing incidence of 
scabies, pellagra, amoebic and bacillary dysentery, and of early 
syphilis infection. The decline in incidence is not related to a 
decline in the use of the Institute’s services, as our figures indicated 
an increasing use of the service by the community as a whole, 
including this sub-area. The chart is based upon the following 
figures :— 





Incidence per 1,000 Population of New Cases. 





| , Primary 

Population | | Acute : and 
of Amoebic Bacillary Secondary 
Sub-Area Scabies | Pellagra Dysentery | Dysentery Syphilis 
| — : ; a 
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Changing Incidence of Certain Diseases in a Sub-area of Lamontville, Durban 


Teaching Functions of the Institute 

The original training of the doctors and nurses who are now the 
Institute’s staff included orientation courses concerned with the 
elements of family and community practice and the skills required. 
That of the health educators consisted of a 3-year course based on 
educational method, social learning, the dynamics of formal and 
informal groups, the social and cultural aspects of communities 
with special reference to South Africa, the relations between these 
characteristics and the state of health of the people, and basic 
knowledge of human biology and health. 

No matter how stimulating the experience of working in certain 
organisations may be, if we are to ensure that a service has within 
itself the germs of its own future progress, some form of continuous 
and systematic in-service training should be included. On the 
basis of this conviction each professional group of the staff has 
been encouraged to further its own skills in situations other than 
those concerned with the daily working of the Institute. Thus, 
regular seminars, lecture-discussions and tutorials are held. These 
are devoted both to recent advances and to current problems. 

An informal relationship between the Institute and various 
departments of the University of Natal has been a feature of its 
work. More recently the Institute has assumed a more defined 
role in the University. Sponsored by the Rockfeller Foundation, 
the University has established a Department of Social, Preventive 
and Family Medicine in its newly established Faculty of Medicine. 
The Institute has become the clinical and practising base of this 
Department in much the same way as a teaching hospital is the 
foundation of clinical training for other departments of a medical 
school. In this way family and community practice has become 
an integral part of the medical student’s experience in the subject 
Social, Preventive and Family Medicine, which extends over the 
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last 3 years of the overall 7-year curriculum of training. 

In addition to its primary concern in the training of medical 
students the Department, and, therefore, the Institute, are involved 
in other courses, such as the University Diploma for nursing tutors 
and the Social Science courses. 

It is our hope that the scope of the Department's teaching 
functions will be extended to include graduate medical and other 
nursing courses, as well as that of health education. The health 
educator has yet to assume the role that is so urgently needed in 
South Africa and other African countries. Experience at the 
Institute of Family and Community Health in Durban has clearly 
demonstrated the vital contribution to health and welfare which 
can be made by this professional group. 


Summary 

There are significant relations between the cultural background 
of a people and their health. In the Institute of Family and 
Community Health, this conviction reflects itself in all situations 
from the clinical to community health education. Moreover, it 
gives an educational orientation to the total Institute service. In 
addition, the Institute combines curative and preventive services 
and uses a team of doctor, nurse and health educator. The 
Institute has been encouraged in this approach by the results it 
has achieved. 

To encourage constant re-examination both of basic principles 
and practice, all personnel have systematic in-service training. 

Recently, association with the University of Natal has become 
more defined and through the Department of Social, Preventive 
and Family Medicine this orientation will be included in the 
training not only of doctors, but of other professional groups such 
as nurses and social science students. It is hoped that there will 
one day be an extension to the professional training of the health 
educator whose contribution is so vitally needed in Africa. 


Thanks are due to Mr. W. H. Pietersen for the statistical work involved, 
to Mrs. K. Wolfson for drawing the chart, and to Mrs. N. Ward and Mr. C. R. 
Stuart for the photographs (see frontispiece). 
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BY THE RAZOR OF OCCAM 


A review of The Health of Regionville* 





By A. J: DALZELL-WARD 





There is a story that Gogarty and Joyce went walking far out 
of Dublin on a very hot afternoon. In that characteristically 
spontaneous way in which celebrities spring up from the Irish 
roadway, the venerable father of W. B. Yeats appeared on the 
scene. The young men decided to ask him for a shilling so that 
they could take the tram back to Dublin. The old gentleman 
indignantly refused. “In the first place I haven’t such a thing” 
he said, “ and in the second place you’d only spend it on drink.” 
Quickly came Joyce’s riposte, ““ By the Razor of Occam, you're 
not allowed to have two reasons for a thing when one will do. 
Good day to you, sir!” 

Joyce was quite right. William of Occam, who was a monk 
living in Surrey in the 14th Century, put an end to the confusion 
which was reducing philosophy to an absurdity by his statement 
called the Razor because it cut clearly through the jumbled mass of 
arguments and disputes of his time—* Entia non sunt multiplicanda 
praeter necessitatem.” 

The fundamental and precise sciences of mathematics, chemistry 
and physics have never been in danger of breaking away from the 
salutary discipline of Occam’s Razor. The biological sciences 
and the applied social sciences to which they have given birth are 
not so amenable to this discipline, and health education sometimes 
seems to be the most undisciplined of all. Yet in the study of 
behaviour and health attitudes it is obvious that our deductions 
and even the practical application of them depend upon this 
philosophical truth. Whatever the motives of the behaviour, 
there is but one result—health or ill-health. 


° E. L. Koos: The Health of Regionyille (Columbia University Press ; 
Geoffrey Cumberlege, Oxford, 1954). 
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For example, there are two human activities open to free choice 
concerning which we can adduce an impressive mass of medical 
evidence. In each case there are a number of reasons why 
people should not indulge in them, but with only one result 

In the case of giving up smoking, a desire to save money is as 
good a reason as the fear of lung cancer, and the dislike of the 
smell of stale tobacco is as good as either, while a desire to seek 
approval from others will produce the same result. Overeating 
will be avoided because of a desire to preserve a figure which fits 
in with the phantasy of one’s wife concerning the ideal of masculine 
grace, and this will avoid a tendency to coronary thrombosis just 
as effectively as conduct determined by a fear of that disease. 

When we examine many studies of behaviour and attitudes, 
we must admit that they are essentially at the descriptive or 
diagnostic stage. Primary motives in behaviour, or a common 
denominator, are not so easy to identify. 

Dr. Earl Lomon Koos, Professor of Social Welfare at Florida 
State University, has discovered this common denominator. 
Where the pathologist explores tissues with a microscope, Dr. Koos 
explores communities with a telescope, focussing his instrument 
on this and that sector of the problem until the whole is pieced 
together. The mechanism of the telescope is a social survey 
technique based on planned interviews and controlled by statistical 
devices to test the significance of the findings. The community 
taken for study was a small town, chosen for its average character. 

Dr. Koos observed that the social life of the community organised 
itself around certain nuclei—churches, parent-teacher associations, 
lodges, civic clubs and unorganised friendship cliques. Member- 
ship of these groups is directly related to job status and the Region- 
ville families—514 families in the sample studied—were classified 
according to the occupation of the head of the family. 

The heads of Class I families, which formed 9.9°, of the sample, 
were professional and business men. Their incomes varied from 
that of the banker to that of the minister of religion. An important 
point was that their families were stable and child centred. The 
behaviour of children at school was watched with some anxiety, 
and failure to perform was considered a reflection on parents. 

Class II families formed about 65% of the sample, and earned 
their livings at skilled occupations which gave satisfaction from 
the point of view of economic security, but which evoked no pride. 
These families were also child centred and stable, although to a 
lesser degree. Wives tended to work outside the home. 
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The description of Class II families, who formed the remaining 
25%, resembles that of a problem family. They did few things 
together as families. Loafing in taverns or roadside joints was the 
chief recreation of the adult members, while the children just 
“hung around”. As might be expected, education rated low in 
their scale of values. 

The telescope of sociological enquiry was turned on to this 
sample of 514 families comprising 2,500 individuals. For four 
years the telescope made 16 great sweeps studying and analysing 
the major aspects of behaviour and attitude which determine health 
or ill-health. . 

Here is a list describing the scope of the interviews from which 
data were obtained : 

1. Family data : association patterns : 12 months’ 
illness experience. 


2. Use of hospital—opinions and _ attitudes. 
3. Six months’ illness experience. 
* 4. Use of non-medical personnel. 
5. Use of medical personnel. 
6. Use of dentist. 
7. Home treatment of illness. 
8. Nursing services. 
9. Cornmunity health programmes. 
10. Health education, formal and informal. 


11. Medical care problems. 

The findings on positive attitudes to health are non-existent. 
Dr. Koos anticipates criticism by claiming that health is taken for 
granted when one is not ill, whereas illness calls for action. 

Dr. Koos says that the social scientist has added little to man’s 
knowledge of how his health values are established and maintained, 
how health patterns accept or resist change, or why there is a 
gap between medical science and the layman’s acceptance. 
This seems too severe a criticism of the social scientist who is 
essentially a diagnostician, not a pathologist. 

The people of Regionville had certain sources of health informa- 
tion, apart from any basic knowledge which they may have picked 
up at school. Radio programmes on health subjects claimed the 
attention of 17%, while 21° read the daily health column in the 
newspaper. Amongst the farming families, 18° had a “ family 
doctor book”, but less than 10% had attended any meetings or 
lectures on health subjects, and less than 45% had contact with all 
these sources of health information. 
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It is now an accepted aim of health education to secure a 
recognition of health problems which will lead to people wanting 
to do something about them. In the interviews on personal health 
experience the answers showed a remarkable divergence. A 
patient could recognise a cold as an illness, for example, but not 
swelling of the ankles or breathlessness. Recognition was more 
marked in Class I and least in Class III : the most extreme example 
being the case where slightly less than 40°, of Class III respondents 
said that a lump in the breast or in the abdomen was something 
requiring attention 

Dr. Koos believes that there are several factors which influence 
attitudes. These are, the level of education and variation in 
experience, and the influence of group-held beliefs. 

Group-held beliefs seem by far the most powerful forces. For 
example, a symptom might be disregarded if group experience and 
cultural content so dictated. Dr. Koos puts it in this way: 

“To do anything about it would have meant 
denying all of the expectations of his group and going 
counter to social heritage... . . = 

When the Regionville citizens were questioned about their 
personal health records, 48% said that they had had no 
recognisable illness during the preceding 12 months. The number 
of people who had enjoyed this good health was proportionately 
larger in Class I and smaller in Class Ill. Not all illness received 
treatment, and it is interesting to find that the numbers untreated 
in Class II] were practically identical with those untreated in 
Class |. This is presumably because Class I people could look 
after themselves better, and Class III could not afford to call the 
doctor. 

The family doctor was called in to treat 67°, of all the illnesses 
experienced by Regionville residents and the reasons were obtained 
in a certain number : 


1. Concern for the patient's welfare ‘a 683 
2. “Stitch in time” eh 203 
3. To prevent complications to petiont a 192 
4. To prevent spread of disease .. sha 70 
5. Group behaviour determined action .. 140 


Fear was seldom responsible for people calling in the doctor—it 
operated in 7 cases only. 

In general, the doctor-patient relationship in Regionville was 
bad. The people clung to the concept of the family doctor who 
practises medicine in the home and who is a walking drug store. 


143 








The doctor was judged by his approachability and willingness to 
hand over medicines and tablets rather than putting them to the 
trouble of taking a prescription to the chemist. There was, 
nevertheless, a widespread resentment at brusque treatment by the 
doctor and at his failure to explain the nature of the illness. As 
one respondent put it—very reasonably, 

‘“* Nobody should blame the doc. if he doesn’t fix them 
up right away—or maybe never. But maybe things would 
be better if the doc. understood us and if we always knew 
what the hell he was driving at.” 

In spite of this, the community rated the doctor very high in the 
social hierarchy. This is not universal in every community and 
even in Britain there are signs of a diminishing prestige. 

The scale of values used to assess the standing of the doctor had 
nothing to do with professional skill. 

The conduct of some of the doctors of Regionville was not 
likely to effect a good relationship. For example this statement : 

** Practising medicine would be fine if it wasn’t for the 

damned neurotics I have to see. I'd guess that 25% of the 
patients | see—mostly women—haven’t got a damn thing 
wrong with them that a good day’s hard work wouldn’t cure.” 

A feature of the Regionville community was the extent to which 
unorthodox practitioners were consulted. The tendency to consult 
a chiropractor was slight in Class I residents but he was consulted 
much more frequently in Classes II and III. 

The difference between the doctors’ fees and those of the 
chiropractor was too small to account for the preference on its 
own. On the other hand, certain positive attitudes were important. 
Of those who chose the chiropractor, over 90°, claimed that the 
chiropractor alone knew the real cause of illness. Otherwise there 
was a feeling on the part of poorer patients of being accepted and 
put at their ease. “ You are important to him”, sounds the 
key note. There is a greater poignancy in the remarks of a Class 
II] patient who said, 

“It ain't — isn’t — our fault we’re poor, and the 
chiropractor seems to know this better.” 

From the sociologist’s point of view every source of advice or 
treatment is important as revealing certain attitudes to health as a 
whole. Therefore, a detailed study of self-medication or use of 
the chemist’s shop must be included. In Regionville the pharmacist 
occupied a position very similar to that in Britain—Scotland 
excepted. However unwillingly, he had acquired a quasi-medical 
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status. He met certain needs of families in their efforts to prevent 
illness, or to alleviate discomfort not considered as illness. He 
treated or advised on treatment. His drug store tended to be a 
community centre. 

The impact of the pharmacist on the community can be studied 
by inspecting the medicine chests and bathroom cabinets in private 
houses. Dr. Koos’ team of investigators was able to examine the 
bathroom cabinets of all the households in their sample. Every 
household had an extensive stock of medicaments, but again there 
were significant differences between the groups. In part these 
differences reflect the degree to which people recognise health 
problems and the importance of certain symptoms. 

Thus, specific remedies such as “kidney”, “liver” and 
“stomach” pills were found predominantly in households of 
Class Ill. For example 61.7°% of Class III households kept a 
stock of kidney pills compared with 7.9°/ of Class I households. 
Home nurses told the investigators that they believed that “* stomach 
medicines ’’ were used to relieve distress caused by poor diets. 

In contrast with this picture, the investigators found that 33% 
of Class I households kept eye lotion in the house, but only 3.1% 
of Class Ill households used this medicament. Liniment or 
“rubbing lotion” was used fairly uniformly throughout all three 
groups. Self-medication was used frequently in illnesses in which 
no formal diagnosis had been made ; the proportion in which no 
medicines were taken at all being 24.4 °% of Class I, 15° in Class II, 
and 26.5% in Class III. 

When the telescope was turned on to the hospital sector, it was 
found that factors connected with personal status and esteem were 
more important than technical efficiency. 

Nobody really knew what were the criteria of a good hospital ; 
judgments were made on subjective impressions and concerned 
whether or not the hospital could supply emotional needs, 
particularly of prestige. For example, it was not known that the 
Regionville Hospital could not be accredited by the American 
College of Surgeons, or that it lacked equipment ordinarily 
considered necessary for an adequate hospital service. Such 
matters were not considered of importance. 

Class III patients were in general more satisfied than patients in 
the other groups, and Dr. Koos suggests this may have been 
because they tended to look on a spell in hospital as a luxury. As 
regards the remainder, their dissatisfactions were predominantly 
concerned with “ dislike of nurses as persons”, and complaints 
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about food. 

The main weakness in public relations was that the management 
of the hospital was entirely in the hands of Class I citizens, with 
strong medical dominance. 

Community health activities in Regionville did not excite much 
interest. The proportion of respondents in each Class who were 
unable to name any activities in their own county was 21%, 51°, 
and 84% respectively. Recognition of community health problems 
requiring action was even more meagre. 

The idea of a National Health Service was rejected by the majority 
of respondents, the general opinion in all social classes being that 
“health is your own business”, the compulsory nature of such 
a scheme being objected to rather than the scheme itself. 

These are some of the important patterns of behaviour detected 
by the telescope of Dr. Koos. His book should be studied in 
full—no health educator can afford to be without it. Even from 
this review, however, it is possible to draw some conclusions. 

Dr. Koos himself claims that the perception of health and illness 
is limited by the degree to which individuals can move freely in 
their social relationships. It is also limited by certain psychological 
factors, although in this country we would not agree that an 
emotionally impaired life creates a need to ignore conditions which 
presage ill-health. On the contrary, we associate a high demand 
for medical attention with emotional impairment. 

With the claim that perception results from formal education 
we would be inclined to agree. Many of the group attitudes 
described were influenced by educational background as well as by 
group pressure—it is not possible to separate the two. 

However, we must not forget Occam’s Razor. It is now obvious 
that there are many causes for behaviour but only one result. 
What is the common denominator? If we wish to accept the 
discipline of Occam we will choose prestige as the most important 
factor. Every attitude described by Dr. Koos is motivated by the 
human desire for recognition of status. 

But here we strike a difficulty, for prestige varies according to 
the social grouping and whether it involves positive or negative 
attitudes to health may itself interfere with the full enjoyment of 
health. 

In Britain we find that tonsillectomy and circumcision—irrespec- 
live of positive surgical indications—are predominantly practised 
amongst Classes | and Il. Dr. Allison Glover made a study of 
tonsillectomy and found that whereas the incidence was over 
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90°, amongst boys in the prep. schools on the Kent Coast, it was 
2°,, amongst the county school children in Deal. 

We have still to seek the single cause which is operative 
irrespective of artificial groupings. If prestige means emotional 
security, then this is probably what we are seeking. The human 
personality is prestige conscious only when emotionally insecure 
As security is derived from membership of a group which is 
acceptable, one task of health education is to strengthen group-held 
beliefs which are “healthy” and to change those which are 
“ unhealthy ”. The work of Dr. Koos and his associates must be 
regarded as an important discovery of a fundamental truth. 


In a column enutled Worry Clinic, run by an American 
psychologist, a three-year-old asks his mother where he came from. 
After discussing that it is wise to answer this and other questions 
truthfully, the columnist ends : 

** At the age of three, he may ask where he came from. He may 
be five or six before he finally enquires * How did I get out ?° 

“* Well, when the doctor takes mother to the hospital he gives 
her some medicine to put her to sleep,’ his mother can reply. 

“* Then he sometimes cuts a little door in her tummy and lifts 
the baby out. 

‘“** Afterwards he sews her up the way the little Red Hen sewed 
up the sack after she escaped from the fox. Don’t you remember 
about the littlke Red Hen?’ 

“ For further advice, send for the booklet Correct Sex Education 
for Children enclosing a stamped return envelope, plus 20c. in coin. 
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WitH the increasing contact between health workers and social 
scientists we may safely predict that the following kind of 
uncomfortable situation will frequently recur. The health 
worker, convinced by the case made out in general terms for 
knowing the social and cultural background of his public, button- 
holes the social scientist and demands a comprehensive list of all the 
social matters into which the health worker in the field should 
enquire—only to find either an embarrassed, even perhaps 
stuttering, evasiveness or a blank refusal. To explain why it is not 
advisable for the social scientist to furnish the list asked for would 
involve him in an exposition of his craft which would be likely to 
daunt the optimistic enquirer by its length, qualifications, and 
complexity. In humility and terror of oversimplification, the 
social scientist stands dumb. (It might, of course, cross the mind 
of the cornered social scientist to use a counterthrust. Why not 
ask the health worker for a list of questions in his own special 
field so that social scientists may try their hand at doing a little 
medical enquiry ?) 

Health workers who have succeeded in putting social scientists 
up against the wall in this way should not imagine that their silence 
is an attempt to protect their trade from outside competition or 
that it springs from a fear of betraying professional secrets. The 
polite evasion or downright refusal is necessary because the social 
scientist knows that methods of social enquiry cannot be taught 
in one lesson ; that a list of questions to ask is useless without a 
background of sociological knowledge on the part of the asker ; 
and that, anyway, no single manageable list of questions can 
possibly do justice to all the social situations into which health 
workers might wish to enquire. What, then, is the social scientist 
to do to help the willing health worker, short of enrolling him for a 

* Benjamin D. Paul, ed., with the collaboration of Walter B. Miller : 


Health, Culture and Community, Case Studies of Public Reactions to Health 
Programs. Russell Sage Foundation, New York, 1955. 
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long course of study ? The Russell Sage Foundation now provides 
one reasonable answer by producing a book which the social 
scientist may warmly commend to health workers seeking some 
sociological enlightenment. “Here,” he may say to eager 
enquirers, “is a book which will help you to understand both 
why I cannot say it all briefly and how to work out for yourself the 
kind of questions you need to ask in the pursuit of your own 
investigations in the field.” 

The importance of Health, Culture and Community lies in the 
unity of its purpose, the variety of its approaches, and the range 
of its examples. When men are sick they are sick in social 
situations ; when we promote health we promote it in communities. 
There are many different kinds of social situation and community, 
and the virtue of this book is that it exemplifies different types of 
health problem without losing sight of the central theme to which 
it is dedicated. The sixteen case studies are drawn from a wide 
area of the world: north, central, and south America, India, 
China, Thailand, Micronesia, and South Africa. (Peru is one of 
the countries mentioned, so that the Johnsonian formula for all- 
inclusive surveys is followed.) The case studies deal with people 
ranging in sophistication from the residents of a Boston suburb 
to the inhabitants of a Pacific island. This wide geographical 
and social range is important because it serves to underline a lesson 
which many people find hard to assimilate completely : that 
there is no discontinuity in the problems of civilised and savage, 
developed and underdeveloped, advanced and backward societies. 

Two further aspects of the book’s universality should be 
mentioned. One of them is that its authors, although heavily 
weighted with anthropologists—the editor and at least eleven of 
the twenty writers of the case studies are anthropologically trained— 
include men and women drawn from several disciplines within 
the two fields of medicine and the social sciences. The second 
aspect of universality is that attention is paid not only to the people 
for whom the health work is done (and who are too often regarded 
as the only obstacles to easy progress) but also to the people who 
plan and do the health work. We should rejoice at the care taken 
in Health, Culture and Community to illustrate how problems arise 
from the ideas and behaviour of health personnel and to demonstrate 
the need for examining the health worker as a potent factor in the 
situation of which he is inevitably a part. (Note, for example, 
Dr. Ozzie G. Simmon’s essay, “ The Clinical Team in a Chilean 
Health Centre ” and that by Dr. Richard N. Adams, “ A Nutritional 
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Research Program in Guatemala ”’.) 

One must admire the skill with which Dr. Paul, the editor, has 
collected and marshalled his case studies. He has arranged them 
in six groups in order to bring out certain leading themes : re- 
educating the community (“A Comprehensive Health Program 
among South African Zulus,” by Dr. John Cassel, for example) ; 
reaction to crises (exemplified dramatically by Dr. Francis L. K. 
Hsu’s “* A Cholera Epidemic in a Chinese Town’’) ; sex patterns 
and population problems (admirably illustrated by Dr. David M. 
Schneider’s “* Abortion and Depopulation on a Pacific Island ”’) ; 
effects of social segmentation (under which head we find Dr. Kaspar 
D. Naegele’s “* A Mental Health Project in a Boston Suburb ”’) ; 
vehicles of health administration (“A Medical Care Program 
in a Colorado County” by Dr. Lyle Saunders and Dr. Julian 
Samora, for example) ; and combining service and research (in 
which category we find the instructive essay ‘* Medicine and 
Politics in a Mexican Village” by Dr. Oscar Lewis). Each case 
study is prefaced by an editorial note which directs the reader’s 
attention to its important features and suggests how it may be 
seen in relation to other case studies in the book. The reader is 
able easily to find his way about the studies because, without 
detracting from their individuality in content and style, a set pattern 
imposes a common design on all the contributions. They begin 
with a statement of the problem, set out at some length the situation 
dealt with, consider the implications of the action taken, and 
conclude with a brief summary. A good index to the volume as 
a whole helps the reader with particular questions in mind. 

The studies are preceded by an “ Introduction : Understanding 
the Community ”’ in which the general purpose and design of the 
book are clearly set out. At the end of the volume we find a 
“ Review of Concepts and Contents”. It is this part of the 
editorial work which seems to me to call for critical comment. 
It reads like a set piece from any American anthropologist’s 
introductory course for freshmen and does not appear to be well 
adapted to the needs and interests of readers of a work on health 
and community. It spends too much time making obvious points 
about the difference between biological and cultural inheritance 
and not enough time rehearsing the sociological implications of 
the rich material in the case studies. I feel that the “ Review” 
should have included a general analysis of all the interesting 
problems raised in the course of the book. However, this fault— 
if | am right in thinking it to be one—is a comparatively small one 
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in a book of so general an excellence. | turn now to particular 
aspects of this excellence by discussing briefly four of the case 
studies in order to sharpen the appetite of prospective readers. 

Dr. Edward Wellin’s essay on “ Water Boiling in a Peruvian 
Town” takes one of the commonest problems handled by health 
educators and shows how a complex structure of motivation lies 
beneath what is too often assumed to be a simple matter of modern 
enlightment at war with age-old superstition. When the hygiene 
worker came into the town discussed in Dr. Wellin’s essay, only 
fifteen of the two hundred households boiled their drinking water 
regularly. After she had been working there for two years a mere 
eleven households had been added to this number. Eight of the 
fifteen housewives who originally boiled their water did so because 
they were sickly and because in the customary medical beliefs of 
the community unboiled water is suitable only for healthy people. 
The other seven housewives boiled their water in defiance of local 
custom, being urged to this deviance mainly by relatives with high 
prestige who lived outside the town. Of the eleven converted to 
water-boiling, seven were directly persuaded by the hygiene worker 
on the basis of carefully built up personal relations, and four 
appear to have been finally converted by the doctor working in the 
town. It would seem from Dr. Wellin’s analysis that the women 
converted to water-boiling were to a considerable extent brought 
under the influence of new ideas by the unsettled nature of their 
social relations in the community. In the mass of the community 
both practical difficulties (shortages of time and fuel) and. adherence 
to traditional medical ideas keep people from boiling their water. 

Health workers reading this study should have little difficulty in 
seeing its general application. Economic constraints often made 
it very hard for people to follow the advice given by health workers. 
Customary conceptions of sickness and health and the diets which 
go with them may have an important bearing on how people take to 
teaching about such things as the boiling of water. An individual's 
place in his society and the kind of relation he establishes with 
the health worker are factors which influence his conduct in respect 
of health campaigns. 

Dr. J. Mayone Stycos’s study, * Birth Control Clinics in Crowded 
Puerto Rico ’’, must have a very wide interest because it deals with 
a problem of importance in most parts of the world. In Puerto 
Rico the problem of overpopulation is an especially pressing one ; 
while the territory held fewer than a million people some half a 
century ago, it now has well over two millions, and bids fair, at 
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the present rate of increase, to number nine million inhabitants 
after the lapse of another fifty years. Official measures to control 
population in Puerto Rico have been both extensive and largely 
ineffective. Dr. Stycos analyses the reasons for this ineffectiveness 
Two factors which we might assume prima facie to be important 
prove to be relatively unimportant: the Catholic church and 
poverty. Church teaching on birth control does not appear to 
weigh with the majority of the population, while birth control 
knowledge and apparatus are available free if people want them 
Among the motives for wanting many children are the desire on 
the part of men to validate their virility and the wish on the part of 
both men and women to tie their spouses down. People are 
restrained from using birth control by fears about providing their 
spouses with opportunities for undetectable infidelity, by 
apprehensions about the ill-consequences to health, and by the 
association of the use of birth control with diminished sexual 
pleasure. The reluctance of husbands to discuss sexual matters 
with their wives is an important factor to be taken into account in 
planning birth control education. 

These two studies by social scientists are of particular health 
problems. A wider kind of study is exemplified by Dr. McKim 
Marriott’s essay, ‘* Western Medicine in a Village of Northern 
India’, which explores with admirable sensitivity a theme of 
some urgency to many health workers: the impact of modern 
medicine on communities unfamiliar with the ideas and techniques 
of the West. An experimental clinic was briefly introduced in a 
village in the Upper Ganges Valley ; it was far from being a success. 
“ Why did the villagers not accept the doctor's instructions ? Why 
did they seem not to trust him ? Why wouldn’t villagers shoulder 
even slight financial responsibility for their own cures ? Why did 
they ultimately prefer treatment by less effective means ?” 
Dr. Marriott quotes a surgeon in a half-empty city hospital : 
These villagers do not really want to be cured.”” The obtuseness 
of the remark, and the failure in social understanding between 
doctor and patient to which it testifies, underline Dr. Marriott's 
contention that the lack of success of many Western institutions of 
medicine in India lies ‘‘ not in gross technical matters, but rather 
in the system of interpersonal relations. Trust, responsibility, 
charity, power, respect—these are the issues on which failure turned.” 

By outlining the roles of various kinds of traditional curer and 
healer in the village and analysing the relations between them and 
their clientele, Dr. Marriott is able to show very convincingly why 
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the Western-type doctor is likely to meet with unfavourable 
responses. The doctor in the exploratory clinic was too 
“democratic” in his manner. “* When the doctor denies his own 
general superiority, he compromises his role as a reliable, com- 
passionate person.” The doctor treats the patient in isolation 
from his family. The patient is dismayed by the doctor’s enquiring 
method ; he loses confidence in a man who appears to know so 
little for himself. The patient is greatly disturbed by the doctors’ 
presentation of a bill merely for advice and treatment and before 
a cure is in sight. The demand for payment for a mere technical 
act assimilates the doctor to the lowest grade of traditional curers ; 
the request for money before a cure is effected leaves the patient 
“with a sense of financial loss, suspicion of the doctor’s moral 
integrity, and doubt about ever being cured.” 

The practical implication which Dr. Marriott draws from his 
account is an important one. He stresses the fact that many 
aspects of Western medicine are not really parts of the scientific 
apparatus but exist as reflexions of social and cultural conditions 
in the West. Why should we not get rid of these non-scientific 
elements in order the better to adapt medical practice to the social 
needs of such communities as the Indian village ? ** Western ideas 
of personal privacy, of individual responsibility, of the dignity of 
certain techniques, and of the democratic nature of interpersonal 
trust are not intrinsic parts of scientific medical practice but 
are cultural accretions upon it.” Those of us who feel uneasy 
about the general unreadiness of modern medicine to make 
concessions to social circumstances in the non-Western world will 
be eager to ponder Dr. Marriott’s thoughtful study. 

In a book to which anthropologists have made a _ large 
contribution and which is very much concerned with cultural 
variations it is not unlikely that the North American or English 
reader will at times feel a little lost. Yet the book is really about 
man-in-society at large, and health workers whose interests are 
confined to industrialised societies should not imagine that there 
is nothing in the book for them. In fact, three of the case studies 
deal with North America*. One of these, by Dr. John Cumming 
and Dr. Elaine Cumming, is called ‘* Mental Health Education in 
a Canadian Community.” In this essay the authors start from 
the interesting fact that a six months’ campaign in a small town 


in western Canada to promote greater public understanding of 


* None deals with Europe and, as far as I know, only one of the authors 
of the case studies, Dr. Morris Carstairs, is a European. On this side of the 
Atlantic we should be considering how to make our contribution in this field. 
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mental illness actually led to no change in general attitudes to 
mental illness, but in fact engendered considerable hostility to 
those who carried out the campaign. 

According to the Cummings’ analysis, the effort to produce 
more enlightened attitudes towards the mentally sick succeeded 
only in producing anxiety, because people found it difficult to move 
from the notion that they could quit themselves of responsibility 
for their mentally ill relatives by putting them away in a hospital. 
According to the terms used in the campaign, there is no clear 
line to be drawn between mental health and ill-health and the 
hospital does not provide the most favourable environment for 
recovery. In public belief in the Canadian town, however, there 
is a line over which some people pass and these people need to be 
segregated. ‘‘ We were concerned with tl 2 cure of the mentally 
ill, the people of Prairie Town with the stability of their own 
community. In striving to achieve our purposes we violated theirs.” 

Some of the sociological points implied in this case are clear 
enough. We in fact know very little about the beliefs held in our 
own society, and as a result we may as easily blunder there as we 
do in exotic conditions. We surely need to look into the social 
organisation and beliefs of our own communities before we start 
health education. Nor let us assume that the techniques of 
communication in our society can always be a simple and effective 
instrument for health education. The Cummings state as the 
first thing their experience taught them “that mass media were 
less effective than group contacts.” 

In one way, of course, this book, like all good discussions of 
health problems from a sociological point of view, must be rather 
frightening. The way to successful health work is shown to be 
beset by numerous human difficulties. A standard of tolerance, 
insight, patience, and application is demanded of the health worker 
to which he may be nervous of aspiring. Certainly, health workers 
and planners who call in social scientists must expect to have many 
of their illusions shattered and to have their horizons widened to 
the point of insecurity. But there can be no doubt that the critical 
analysis and comparative knowledge of the social sciences (whether 
used by the social scientist for the health worker or used by the 
health worker himself) form a better starting-point than the simple 
assumptions about human nature and the constitution of society 
with which far too many health workers try to operate. We 
should be very grateful to Dr. Paul and his colleagues for helping 
us to take a sophisticated view of our problems. 
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